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ABSTRACT

Examining the Factor Structures of the A-DES and PTCI
to Identify Unique Predictors of PTSD Symptom Clusters in Maltreated Youth

By

Amanda N. Howard, B.A.

Dr. Christopher A. Kearney, Examination Committee Chair
Distinguished Professor of Psychology
University of Nevada, Las Vegas

Research on childhood posttraumatic stress disorder (PTSD) has increased over the past decade.
Youth who experience maltreatment are more likely to exhibit symptoms of PTSD. At present,
the literature largely focuses on youth who have experienced general trauma or PTSD symptoms,
while maltreated youth are understudied. To date, no studies have examined the psychometric
properties of the Adolescent Dissociative Experiences Scale (A-DES) or the Posttraumatic
Cognitions Inventory (PTCI) in a sample of maltreated youth. Predictors of childhood PTSD for
maltreated youth remain unknown. The present study was the first research study to date to
examine the factor structures of the A-DES and PTCI in a sample of maltreated youth.
Confirmatory factor analysis (CFA) was used to identify predictive factors in these measures.
Predictors of PTSD symptom clusters were identified and compared to the factors found in the
original normative samples and the existing literature. Novel factors emerged as important
predictors of PTSD symptom clusters and our new models best predicted PTSD in our maltreated
sample. Findings suggest important implications for research and clinical assessment and
prevention of childhood PTSD in maltreated youth.
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CHAPTER 1
INTRODUCTION
Children who experience a traumatic event are more likely to be diagnosed with PTSD
than traumatized adults (De Bellis, 2001; De Bellis, Hooper, Woolley, et al., 2010; Fletcher,
1996). It is estimated that 36 percent of children exposed to trauma develop PTSD (Alisic et al.,
2014). A child's risk of developing PTSD is even higher if the traumatic experience was
maltreatment-related (Davis & Siegel, 2000; Udwin et al., 2000; Widom, 1999). Rates of PTSD
diagnosis among maltreated youth range from 42 percent to 90 percent in the literature (Davis &
Siegel, 2000; De Bellis, 2001; Dubner & Motta, 1999; McLeer et al., 1994).
The co-occurrence of maltreatment trauma and PTSD symptoms may be associated with
poorer mental health and well-being. Numerous studies have shown that maltreated youth with
PTSD are at a higher risk for developing other psychiatric disorders (Ariga et al., 2008; Dixon, et
al., 2005; Ford et al., 2000; McLeer et al., 1994; Saigh et al., 2002; Schumacher et al., 2006;
Stevens et al., 2003; Titus et al., 2003; Weinstein et al., 2000).
There are several limitations in the current literature on childhood PTSD and child
maltreatment. At present, the literature largely focuses on youth who have experienced general
trauma or PTSD symptoms, while maltreated youth are understudied. Furthermore, little research
exists on assessment of childhood PTSD in maltreated youth. Much of the literature has been
conducted with non-clinical adults and youth without a significant trauma history or
maltreatment history. To date, no studies have examined the psychometric properties of the
Adolescent Dissociative Experiences Scale (A-DES) or the Posttraumatic Cognitions Inventory
(PTCI) in a sample of maltreated youth. Thus, little is known about the unique facets of
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childhood PTSD among maltreated youth. The proposed study will bridge these gaps and
examine unique predictors of PTSD in maltreated youth.
The present study addressed these limitations by examining the factors that predict PTSD
in maltreated youth. Participants included approximately 400 youths aged 6-18 years who
experienced one or more incidences of maltreatment-related trauma. Youths were previously
assessed at Department of Family Services (DFS) sites in the Las Vegas area following removal
from their home due to substantiated or suspected child maltreatment. The present study
analyzed archival data based on previous DFS assessments of the A-DES and PTCI.
For the first time, confirmatory factor analysis (CFA) was used to examine the factor
structures of the A-DES and the PTCI in a sample of maltreated youth. Predictors of PTSD
symptom clusters were identified in each measure. Each factor found was then compared to the
factors found in the original normative samples and in previous literature examining the A-DES
and PTCI, none of which included maltreated youth. It was expected that different factors would
emerge as important predictors of PTSD symptom clusters in a maltreated sample as compared
to both the original normative samples and all existing literature that examined the factor
structures of these measures.
The following chapter reviews the literature on child maltreatment and PTSD. The first
section focuses on child maltreatment, including definitions, prevalence rates, effects, and risk
factors. The second section focuses on PTSD and reviews definitions, theoretical models,
symptoms, and risk factors with an emphasis on childhood PTSD. The third section reviews
childhood PTSD assessment with an emphasis on the A-DES and PTCI. The review will
conclude with a discussion of CFA, the purpose of the present study, and hypotheses. The
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remaining chapters highlight the methodology used and the results, research and clinical
implications, and limitations of the study.

3

CHAPTER 2
REVIEW OF RELATED LITERATURE
Child Maltreatment
Definitions
There is large disagreement on definitions of child maltreatment and related issues. The
Centers for Disease Control and Prevention (CDC) defines child maltreatment as “any act or
series of acts of commission or omission by a parent or other caregiver (e.g., clergy, coach,
teacher) that results in harm, potential for harm, or threat of harm to a child” (CDC, 2017; Leeb
et al., 2008). Others have defined maltreatment as “a toxic relational environment that poses
considerable risk for maladaptation across diverse biological and psychological domains of
development” and behavior toward a child that is “outside the norms of conduct and entails a
substantial risk of causing physical or emotional harm” (Office of Children and Family Services
[OCFS], 2018; Cicchetti & Toth, 2005).
The CDC categorizes the various types of maltreatment into two groups: child abuse and
child neglect (CDC, 2017; Leeb et al., 2008). The Office of Children and Family Services
(OCFS, 2018) describes child abuse as incidences when a parent or guardian inflicts “serious
physical injury, creates a substantial risk of serious physical injury, or commits an act of sex
abuse against the child.” Child abuse includes “words or overt actions that cause harm, potential
harm, or threat of harm” including physical maltreatment, sexual maltreatment, and
psychological maltreatment (CDC, 2017; Leeb et al., 2008). In contrast, child neglect focuses on
the lack of action taken toward a child. Child neglect involves any “failure to provide needs or to
protect from harm or potential harm” (CDC, 2017; Leeb et al., 2008). Examples of child neglect
include physical neglect, emotional neglect, medical and dental neglect, educational neglect,
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inadequate supervision, and exposure to violent environments (CDC, 2017; Leeb et al., 2008).
Taillieu et al. (2016) used 4 items to classify neglect: (1) been left alone or unsupervised; (2)
gone without necessities such as clothes, shoes, or school supplies; (3) been made to go hungry
or did not have regular meals prepared; and (4) had a parent or other adult living in the home
ignore or fail to provide medical treatment.” Cicchetti and Toth (2005) described neglect simply
as the failure to provide minimum care and supervision.
Abuse and neglect are further defined by terms that differentiate between the type of acts
committed against a victim and the classification of cases. Maltreatment includes acts of
commission (actions made, i.e. abuse) and acts of omission (lack of action, i.e. neglect). A child
is considered a victim of maltreatment if a state child welfare agency investigates and classifies
their case as substantiated or indicated maltreatment (OCFS, 2018). Substantiated maltreatment
is an allegation supported by or founded according to state law or policy, whereas indicated
maltreatment is specified when an allegation was not able to be substantiated but there is
suspicion of abuse or neglect (OCFS, 2018).
Physical maltreatment. Physical maltreatment involves acts of commission and includes
any “intentional use of physical force against a child that results in, or has the potential to result
in, physical injury” (CDC, 2017; Leeb et al., 2008). Physical maltreatment includes purposeful
injury inflicted on a child by a parent, caregiver, or persons response for the child (American
Psychological Association (APA), 2013, p. 717). Severity of physical maltreatment ranges, with
some instances of physical maltreatment leaving no visible marks on the child to instances that
result in death (APA, 2013, p. 718; Leeb et al., 2008). Physical injuries that occur during or as
result of sexual abuse are categorized as sexual maltreatment rather than physical maltreatment
(Leeb et al., 2008).
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Sexual maltreatment. Sexual maltreatment involves acts of commission and includes
sexual acts, abusive sexual contact, and non-contact sexual maltreatment. It includes “any sexual
act involving a child that is intended to provide sexual gratification to a parent, caregiver, or
other individual who has responsibility for the child” (APA, 2013, p. 718). Leeb and others
(2008) defined sexual maltreatment as "any completed or attempted (non-completed) sexual act,
sexual contact with, or exploitation (i.e., noncontact sexual interaction) of a child by a caregiver.
Sexual acts are defined as any penetration between the mouth, penis, vulva, or anus of a child by
another individual, including penetration using hands, fingers, or objects (Leeb et al., 2008). In
contrast, abusive sexual contact includes intentional touching, but not penetration, of the
genitalia, anus, groin, breast, inner thigh, or buttocks (Leeb et al., 2008). The noncontact sexual
maltreatment category, as defined by Leeb et al. (2008), includes sexual acts that do not involve
physical contact between the caregiver and child, for example, exposing a child to sexual
activity, indecent exposure, or prostitution of a child, among others.
Psychological maltreatment. Psychological maltreatment can include both acts of
commission (abuse) or omission (neglect) (Claussen and Crittenden, 1991). Psychological
maltreatment includes any "intentional caregiver behavior that conveys to a child that he/she is
worthless, flawed, unloved, unwanted, endangered, or valued only in meeting another's needs"
including nonaccidental verbal or symbolic acts that have potential to result in psychological
harm (APA, 2013, p. 719; Leeb et al., 2008). O’Hagan (1995) defined psychological
maltreatment as “sustained and repetitive behavior that damages or impedes the development of
important mental (particularly cognitive) faculties, like intelligence, perception, attention,
recognition, and memory.” Examples of psychological maltreatment include rejecting,
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terrorizing, isolating, exploiting, degrading, corrupting, and denying emotional responsiveness”
(Claussen and Crittenden, 1991).
Neglect. Neglect, characterized by acts of omission, includes any “egregious act or
omission by a child’s parent or other caregiver that deprives the child of basic age-appropriate
needs and thereby results, or has reasonable potential to result, in physical or psychological harm
to the child” (APA, 2013, p. 718). Neglect includes two subcategories of maltreatment: failure to
provide and failure to supervise (Leeb et al., 2008). Failure to provide, also called physical
neglect, is defined as "failure by a caregiver to meet a child's basic physical, emotional,
medical/dental, or educational needs" (Barnett et al., 1993). Examples include the failure to
provide adequate clothing, shelter, hygiene, adequate access to medical, vision, mental health or
dental care, access to adequate education, emotional support, or nutrition (Barnett et al., 1993;
Dubowitz & Bennett, 2007; Leeb et al., 2008). Failure to supervise includes omission of
supervision and protection from environmental hazards, among others (Dubowitz & Bennett,
2007.
Prevalence
Data from the National Child Abuse and Neglect Data System (NCANDS) indicate that
child protective services (CPS) responses increased by 9 percent from 2011 to 2015 and 10
percent from 2013 to 2017 [United States Department of Health and Human Services
(USDHHS), 2017]. Rates of child maltreatment vary based on several factors including
maltreatment type, perpetrator, and the child’s age, gender and ethnic identity. These disparities
are outlined below, as well as a summary of the prevalence of maltreatment-related fatalities.
Maltreatment type. Prevalence rates vary between the various types of maltreatment.
Neglect has consistently been the most common form of maltreatment (USDHHS, 2017). In
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2017, 74.9 percent of maltreated youth were neglected, 18.3 percent were physically abused, and
8.6 percent were sexually abused (USDHHS, 2017). Studies suggest that some forms of
maltreatment trauma are rising. Rates of child sexual maltreatment increased by 2 percent
whereas rates of child physical maltreatment increased by 5 percent from 2011-2012 (Finkelhor
et al., 2015). Children who experience maltreatment may be victim to a single maltreatment
trauma, one maltreatment type multiple times, or may experience more than one maltreatment
type (polyvictimization). Polyvictimization occurs when a child experiences a combination of
maltreatment, either through two different types of maltreatment in a single report or through
different types of maltreatment in several reports (USDHHS, 2017). In 2015, 86.0 percent of
maltreated children suffered a single maltreatment type once or multiple times, while 14.0
percent of maltreated children experienced polyvictimization (USDHHS, 2017). The most
common combination was neglect and physical maltreatment (USDHHS, 2017).
Age. Younger children are particularly vulnerable to maltreatment. Children aged 0-3
years experience maltreatment at a rate of 15 per 1,000 compared to 10 per 1,000 for children
aged 4-7 years or compared to 8 per 1,000 for children aged 8-11 years (OCFS, 2018). Among
victims of child maltreatment in 2015, 27.7 percent were younger than three years (USDHHS,
2017). The highest rate of victimization was among children younger than one year, with a rate
of 24.2 per 1,000 children (USDHHS, 2017). The victimization rate in the US for children ages
1, 2, and 3 years were 11.8, 11.3, and 10.7 victims per 1,000 children of the same age
(USDHHS, 2017).
Gender. The percentage of child maltreatment victims in 2015 was similar for males and
females, although the victimization rate was significantly higher for female children. In 2015,
48.6 percent of boys and 50.9 were victims of maltreatment (USDHHS, 2017). The victimization
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rate for girls was 9.6 per 1,000 girls in the population, and the victimization rate for boys was 8.8
per 1,000 boys in the population (USDHHS, 2017).
Race/ethnicity. In 2015, 43.2 percent of child maltreatment victims were White, 23.6
percent were Hispanic, and 21.4 percent were Black (USDHHS, 2017). Black children were
disproportionately affected, with a victimization rate of 14.5 per 1,000 Black children
(USDHHS, 2017). American Indian or Alaska Native children had the second highest rate, at
13.8 per 1,000 children of the same race in the population (USDHHS, 2017).
Perpetrators. Determining the perpetrator in child maltreatment cases can be difficult.
Children may have been maltreated multiple times by the same perpetrator or by different
combinations of perpetrators (USDHHS, 2017). Furthermore, a perpetrator who maltreats
multiple children may have different relationships with the victims, such as being a family
member to one victim and the neighbor of a separate victim (USDHHS, 2017). The USDHHS
(2017) report of child maltreatment perpetrators in 2015 counted every combination of
relationships for each victim in each report. Their analysis determined that, in 2015, 91.6 percent
of victims were maltreated by one or both parents who may have acted together, alone, or acted
with one or two additional perpetrators (USDHHS, 2017).
Among parent offenders, 70.0 percent of victims were maltreated by a mother
(USDHHS, 2017). Within cases where the perpetrator was a mother to the victim, 40.9 percent
the mother acted alone, 28.5 percent the mother acted with a father or nonparent (USDHHS,
2017). Among child maltreatment victims in 2015, 13.3 percent were maltreated by a perpetrator
who was not the child’s parent, most commonly by a male relative or a male partner of a parent
(USDHHS, 2017). Other examples of nonparent perpetrators include a nonrelated adult, foster
sibling, household staff, clergy, nonrelated child, and school personnel (USDHHS, 2017).
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Fatalities. Child maltreatment fatalities rose 4 percent between 2011 and 2012 (Finkelhor
et al., 2015). The number of child maltreatment deaths may be underestimated for several
reasons. Two primary reasons for the unreliable data on child fatalities as a result of
maltreatment include instances of no surviving siblings or family members to report the death or
if the child had never received welfare services prior to their death (USDHHS, 2017). The
USDHHS (2017) estimated that, in 2015, 1,670 children died as a result of child maltreatment,
which is an increase of 5.7 percent from the 2011 estimate of 1,580 child maltreatment fatalities.
This increase may be due in part by more accurate reporting of child fatalities.
Younger children appear to be the most vulnerable to death as a result of maltreatment.
About three-quarters (74.8%) of child maltreatment fatalities were children under 3 years old,
and children younger than one year died at a rate three times higher than children who were older
than one year (USDHHS, 2017). Boys fared worse than girls, with more than half of child
maltreatment fatalities being male children (54.6%) (USDHHS, 2017). Furthermore, Black
children died as a result of maltreatment at a rate significantly higher (4.63 per 100,000 children)
than children of other ethnicities (USDHHS, 2017). This estimate puts Black children at 10 times
greater risk than Asian children, 3 times greater risk than Hispanic children, and 2.5 times greater
risk than White children, of maltreatment fatality. Fatalities also varied by maltreatment type,
with 72.9 percent of all maltreatment-related deaths resulting from child neglect (USDHHS,
2017). Among children who died as a result of maltreatment, 43.9 percent experienced physical
maltreatment alone or in addition to another form of abuse or neglect (USDHHS, 2017). The
majority of child deaths (77.7%) involved parents, either alone, together, or with other
perpetrators (USDHHS, 2017).
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Effects of Maltreatment
Maltreatment during childhood is linked to adverse developmental and mental health
outcomes that often persist into adulthood. The effects of child maltreatment are influenced by a
variety of individual factors including age, gender, chronicity, and type of maltreatment trauma.
The following sections outline the biological, social, cognitive, behavioral, and psychological
effects of child maltreatment. The differences between effects of maltreatment-related trauma
and general trauma will also be discussed to underscore the importance of understanding the
unique consequences of child maltreatment.
Biological. Child maltreatment adversely affects global brain development and structures
of the brain (De Bellis et al., 1999; De Bellis et al., 2001; De Bellis et al., 2002; Teicher &
Samson; 2016). Maltreatment has been associated with negative structural changes in the
amygdala, cerebellum, cerebral cortex, corpus callosum, and the hippocampus (De Bellis &
Kuchibhatla, 2006; McCroy et al., 2010; Teicher et al., 2002; Teicher et al., 2004). Maltreatment
trauma may also result in blunted diurnal cortisol slopes which have been linked to higher levels
of cortisol, the stress hormone, and increased behavioral problems (Bernard et al., 2015).
Maltreated youth may have elevated cortisol levels due to chronic activation of the
hypothalamic-pituitary-adrenal (HPA) axis (Alink et al., 2012; Cicchetti & Rogosch, 2001; De
Bellis et al., 1999; Gunnar et al., 2001; Rogosch et al., 2011; Whitsett, 2006). Chronic HPA
activation may result in increased neural activation and dysregulation of neurotransmitters (De
Bellis et al., 1999; Grassi-Oliveira & Stein, 2008; van der Kolk et al., 1996).
Social. Maltreatment has been linked to social deficiencies including conflict, aggression,
and trouble maintaining friendships (Cicchetti & Toth, 2005; Ethier et al., 2004; Kaplan et al.,
1999). Maltreated youth are more likely to be rejected and disliked by peers, be more withdrawn,
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and exhibit fewer prosocial behaviors than youth who did not experience child maltreatment
(Anthonysamy & Zimmer-Gembeck, 2007; Bolger, & Patterson, 2003; Chapple et al., 2005).
Child maltreatment may also influence social interactions in adulthood. Young and Widom
(2014) found that adults with a history of child maltreatment were less accurate in recognizing
both positively and negatively valanced emotions than adults without a history of child
maltreatment. Furthermore, child sexual maltreatment significantly predicted worse outcomes,
such that participants with a history of sexual maltreatment were less accurate in recognizing
positive emotions than participants with a history of physical maltreatment and neglect (Young
& Widom, 2014).
Cognitive. Child maltreatment may negatively impact cognitive development, academic
performance, attention, executive functioning abilities, and intelligence (Cook et al., 2005; Perez
& Widom, 1994; Shonk & Cicchetti, 2001; Veltman & Browne, 2001). Maltreated youth are
more likely to have delayed expressive and receptive language development (Veltman & Brown,
2001). Child maltreatment has also been linked to poorer academic performance in the form of
lower grades, decreased performance on standardized tests, and lower achievement scores
(Coohey et al., 2011; Kinard, 2001; Shonk & Cicchetti, 2001). Maltreatment also detrimentally
affects attentiveness, problem-solving skills, executive functioning abilities, and intelligence
quotient (IQ) scores in youth (Carrey et al., 1995; Cook et al., 2005; De Bellis et al., 2009;
DePrince et al., 2009; Nolin & Ethier, 2007; Perez & Widom, 1994). Specifically, maltreated
children have been shown to perform poorly on tasks assessing working memory, inhibition,
auditory attention, and processing speed abilities (DePrince et al., 2009). These effects may
persist into adulthood. Adults with a history of child maltreatment have lower IQ scores than
adults without a history of child maltreatment (Young & Widom, 2014). Chronicity and type of
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maltreatment may be important risk factors for academic achievement. Chronic maltreatment has
been linked to lower math scores and more behavior problems in children (Coohey et al., 2011).
Experiencing sexual abuse, neglect, and multiple maltreatment traumas has been associated with
lower reading scores than children who were victims of physical abuse only (Coohey et al.,
2011).
Behavioral. Maltreatment traumas have been linked to worse behavioral outcomes in
youth and higher levels of externalizing and internalizing behavior problems, including
delinquency and social withdrawal (Bernard et al., 2015; Moylan et al., 2010). Maltreated youth
are at higher risk for suicide, theft, smoking, drug abuse, cheating, rule-breaking, and risky
sexual behaviors (Avery et al., 2000; Cicchetti & Toth, 2005; Kaplan et al., 1999; Linning &
Kearney, 2004). The behavioral effects of maltreatment may be worse among youth who
suffered polyvictimization. Moylan et al. (2010) found that youth who experienced both child
maltreatment and domestic violence had higher levels of depression and delinquency than those
who experienced only one type of violence. Effects may also vary by trauma type. Vachon et al.,
(2015) found that physical maltreatment, emotional maltreatment, and child neglect significantly
predicted internalizing and externalizing behavior problems; however, sexual trauma was not
associated with increased levels of behavioral problems. Additionally, a higher frequency of nonsexual child maltreatment was associated with greater levels of internalizing and externalizing
behavioral problems (Vachon et al., 2015). Vachon et al. (2015) suggested that these results may
arise because sexual maltreatment usually occurs in conjunction with other trauma, rather than a
standalone form of maltreatment.
Psychological. Child maltreatment has been linked to increased rates of psychopathology
and this effect has been shown to persist into adulthood. Young and Widom (2014) discovered
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that adults with a history of child maltreatment had increased symptoms of major depressive
disorder, dysthymia, and posttraumatic stress disorder compared to adults without a history of
maltreatment. Furthermore, adults who experienced physical maltreatment or sexual
maltreatment had more symptoms of PTSD than adults who did not experience physical
maltreatment or sexual maltreatment as a child (Young & Widom, 2014). Additionally, those
who were victims of child neglect had more symptoms of major depressive disorder, dysthymia,
and posttraumatic stress disorder than adults who did not experience neglect (Young & Widom,
2014). Depression and dissociation are frequently experienced by victims of maltreatment and
are discussed in more detail below.
Depression is an internalizing disorder that often manifests following exposure to a
traumatic or emotionally disturbing event. Depression is associated with the development of
PTSD and higher risk for suicide, aggression, impulsivity, destructiveness, and comorbid
psychopathology and impairment in functioning (Ariga et al., 2008). Adolescents and young
adults with a history of child maltreatment trauma are 3 times more likely to develop depression
than individuals without a history of maltreatment (Brown et al., 1999). These rates may vary
based on age of victimization, with younger children at higher risk of depression. Widom et al.
(2007) found that 25 percent of maltreated youth aged 10 or younger met criteria for lifetime
Major Depressive Disorder (MDD) and 15 percent exhibited current symptoms of MDD. Child
maltreatment has also been shown to double the likelihood of developing recurrent and persistent
depressive episodes (Nanni et al., 2012). Sexually maltreated youth are also 8 times more likely
to engage in repeated suicide attempts (Brown et al., 1999). Rates of depression among
maltreated youth may vary by ethnicity. Paxton et al. (2004) found a positive correlation between
depression and traumatic violence among a sample of Black boys. Another study found that
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depression rates were higher among sexually maltreated Latina youth than Black girls (SandersPhillips et al., 1995). Rates of depression may also vary by trauma type. One study found that
physically maltreated youth and youth who experienced multiple types of maltreatment were
more likely to experience lifetime MDD (31.4%) whereas neglected children were more likely to
experience current MDD (15.9%) (Widom et al., 2007). A recent meta-analysis found that
psychological maltreatment in particular was more strongly associated with depression compared
to other forms of maltreatment (Infurna et al., 2016).
Dissociation is a coping mechanism used by some victims of maltreatment. Dissociation
refers to a failure to successfully manage painful emotional experiences and occurs when the
usually integrated functions of consciousness, memory, identity, and environmental
perceptiveness are disrupted and prevented from assimilating (Putnam, 1997). In children,
dissociation may manifest as disruptions in memory, perception, and identity (Macfie et al.,
2001). Maltreated youth typically experience dissociation in one of three patterns: automatization
of behavior, compartmentalization of painful memories and feelings, and detachment from self
and emotions (Cook et al., 2005; Putman, 1997). Maltreated youth display more symptoms of
dissociation than non-maltreated youth and are more likely to continue experiencing symptoms
months or years after maltreatment ends (Hulette et al., 2011). Dissociative symptoms have also
been found to put youth at risk for learning difficulties, attention problems, affect dysregulation,
impaired behavioral management skills, negative self-concept, and increased risk of suicide
(Cook et al., 2005; Kaplow et al., 2008; Levinger et al., 2015).
Rates of dissociation may differ based on individual factors, such as gender, age, and
maltreatment type. Girls who experience maltreatment exhibit higher dissociation scores
compared to boys (Hulette et al., 2011). Regarding age, preschool years may be a critical period
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for the development of the self. Macfie et al. (2001) found that preschool-aged maltreatment
victims experienced more dissociation and were less likely to possess a coherent sense of self.
Sexual and physical abuse appears to be particularly related to increased dissociation in
maltreated preschoolers (Macfie et al., 2001). Children who experienced multiple maltreatment
trauma including all forms of maltreatment exhibited the highest levels of dissociation (Hulette
et al., 2011). Dissociative symptoms are also more common among children who experienced
physical abuse or multiple foster placements (Hulette et al., 2011).
Maltreatment versus general trauma effects. There are marked differences between
internalizing and externalizing behavior problems in maltreated versus non-maltreated
traumatized youth. In general, child maltreatment is linked to increased anxiety, depression,
social interaction deficits, attention deficits, delinquency, and aggression (Cao et al., 2016).
Adolescents who have experienced abuse or exposure to domestic violence display more
externalizing and internalizing behavior problems than those who have experienced other trauma
(Moylan et al., 2010). Child abuse is associated with more symptoms of social withdrawal,
depression, and juvenile delinquency (Moylan et al., 2010).
Non-maltreatment related trauma is linked to fear, anxiety, aggression, delinquency, and
impairment in eating, sleeping, and play behavior (Slone & Mann, 2016). Children who have
experienced war and terror-related traumas were more likely to be fearful, clingy, overdependent, easily frustrated, and aggressive (Slone & Mann, 2016). Children exposed to political
and terror-related violence showed impairment in sleep and play rituals (Osofsky, 1995; Slone &
Mann, 2016). Youth exposed to violence also showed impairment in reading achievement,
displayed lower grades than the previous year, more absences, and a lower grade point average
compared to the national average (Duplechain et al., 2008).Youth who suffered the loss of a
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parent are more likely to exhibit delinquent behavior compared to youth who have not
experienced parental bereavement (Draper & Hancock, 2011; Strøm et al., 2016).
Research has consistently demonstrated links between child maltreatment and PTSD.
PTSD may present differently in children compared to adults and may also manifest differently
in younger children compared to adolescents. Rates of PTSD, effects of PTSD, and risk factors
are also influenced by various individual factors that vary among children. Furthermore,
childhood PTSD among children who have experienced maltreatment may present additional
concerns. The following sections highlight these topics, with special attention to childhood
PTSD research among maltreated youth.
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Posttraumatic Stress Disorder
Definition and Criteria
PTSD is a trauma- and stressor-related disorder and is characterized by specific symptom
clusters following exposure to a traumatic event (American Psychological Association [APA],
2013). PTSD has also been described as an inability to inhibit fear when responding to situations
that cue one’s experienced trauma (Stevens et. al. 2001). The Diagnostic and Statistical Manual
of Mental Disorders (DSM-5) indicates that a diagnosis of PTSD may be warranted if the trauma
involves:
•

direct exposure to actual or threatened death, serious injury, or sexual violence

•

directly witnessing an event that involved actual or threatened death, serious
injury, or sexual violence of another person

•

learning that a violence or accidental traumatic event occurred to a close family
member or close friend; or

•

experiencing repeated or extreme exposure to aversive details of a traumatic event

Current diagnostic criteria for PTSD includes four symptom clusters: intrusion,
avoidance, negative alterations in cognition and mood, and alterations in arousal and reactivity,
which result from exposure to a traumatic event (APA, 2013). Each symptom cluster has a
unique presentation in childhood PTSD. Symptoms must be present for longer than one month
and cause significant distress (APA, 2013). A diagnosis of PTSD with delayed expression is
appropriate when symptoms do not manifest until more than 6 months after the event (APA,
2013). Symptoms of PTSD generally present within 3 months of a traumatic event and persist for
an average of 3 to 12 months, though symptoms may reoccur in response to reminders of the
trauma, increased stress, or exposure to new traumas (APA, 2013).
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Intrusion. Intrusion symptoms, previously termed “reexperiencing,” occur as individuals
have recurrent, involuntary, and distressing re-experiencing episodes through memories, dreams,
dissociative reactions (e.g., flashbacks), or physiological reactions to stimuli that represent the
trauma (APA, 2013). Children in particular may be vulnerable to intrusion symptoms. Intrusion
was the most frequently endorsed symptom of PTSD among children aged 4 years, then
symptoms began to decline as age progressed (Levendosky et al., 2013).
Intrusion symptoms may present as nightmares, unwanted memories, flashbacks,
obsessive thoughts about the trauma, triggers that cause heartache, fear, and nervousness, and
hallucinations of smells or people associated with the trauma (Boston Children's Hospital, 2019;
CDC, 2019; Carrion et al., 2002; Hasan, 2018). Young children are more likely to exhibit
intrusion symptoms through play or storytelling (APA, 2013; Davis & Siegel, 2000). Children
also indicate PTSD symptoms by reenacting their trauma through various art forms such as
drawings, writing, and play (Hamblen & Barnett, 2018). Young children may also demonstrate
intrusion through talking about trauma or frightening dreams without recognizable content
(Boston Children's Hospital, 2019; Flouri, 2005; Hasan, 2018). Adolescents with PTSD are more
likely to engage in traumatic reenactment through incorporating aspects of the trauma into their
daily lives (Hamblen & Barnett, 2018).
Avoidance. Avoidance symptoms may manifest as avoidance of stimuli associated with
the event as well as external reminders of the event that cause distressing emotional reactions
(APA, 2013). Youth with avoidance symptoms may exhibit reduced participation in activities
and decreased interest in pursuing common developmental activities such as driving or dating
(APA, 2013). Youth with PTSD often avoid thoughts, feelings, places, people, and situations
associated with the trauma (Boston Children's Hospital, 2019; CDC, 2019; Carrion et al., 2002;
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Hasan, 2018). Avoidance symptoms sometimes resemble memory impairment. Youth with
PTSD often have trouble recalling important details of the traumatic experience (Carrion et al.,
2002; Hasan, 2018). Avoidance may also manifest as emotional numbness or apathy (Boston
Children's Hospital, 2019). Younger children often exhibit "time skew" or difficulty recalling the
order of traumatic events. They may retroactively believe there were warning signs leading up to
the trauma and that they can use such signs to predict and avoid future traumas, a phenomenon
called "omen formation."
Negative alterations in cognition and mood. A new symptom cluster added in the
DSM-5 includes negative thinking and changes in mood following the traumatic experience.
Negative changes in cognition and mood typically include an inability to remember aspects of
the trauma, diminished interest in previously enjoyed activities, and distorted cognitions about
the event that lead to self-blame or guilt (APA, 2013). Specific symptoms include: lasting
worries and beliefs about people and the world being unsafe, blaming oneself for the traumatic
event, disinterest or anhedonia, depression, feelings of anger, shame, denial, hopelessness, fear,
or guilt, fear of death, feeling detached or estranged from people, and inability to feel positive
emotions such as happiness or love (Ariga et al., 2008; Boston Children's Hospital, 2019; CDC,
2019; Hasan, 2018).
Guilt associated with PTSD refers to self-blame for failed actions or for surviving the
trauma when others did not, and feelings of responsibility for the onset, duration, course, or
consequences of the traumatic event (Kletter et al., 2009). Trauma-related guilt results from
beliefs that the way one thought, felt, or behaved in a situation was wrong (Kletter et al., 2009).
A very young child who cannot verbalize feelings or thoughts about a trauma may demonstrate
disruptive or violent behavior, academic problems, preoccupation with death or dying,
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behavioral regression through thumb sucking or bedwetting, somatic complaints, separation
anxiety, sleep disturbances, sadness, social withdrawal, feeling jittery, attachment difficulty,
trouble separating reality from thoughts or dreams (Boston Children's Hospital, 2019).
Alterations in arousal and reactivity. Finally, an individual may experience alterations
in arousal and reactivity, previously termed “hyperarousal,” following the traumatic event.
Symptoms may include reckless or self-destructive behaviors, newfound difficulties
concentrating, or sleep problems (APA, 2013). Youth tend to experience greater fluctuation in
mood, increased aggression, impulsivity, and destructiveness than adults with PTSD (APA,
2013; Dyregrov & Yule, 2006; Hamblen & Barnett, 2018). Anxiety and physiological arousal
may manifest as trouble falling or staying asleep, feeling cranky, grouchy, or angry, inattention
or trouble focusing, always being on the lookout for danger or warning signs, social withdrawal
or detachment, and being easily startled (Boston Children's Hospital, 2019; CDC, 2019; Carrion
et al., 2002; Hasan, 2018). Adolescents with PTSD are more likely than younger children or
adults to exhibit impulsive and aggressive behaviors (Hamblen & Barnett, 2018).
Theoretical models of PTSD
Biological. Biological approaches to PTSD are based on the diathesis-stress model in
which the disorder is described through the interplay of predispositions to vulnerability and
environmental exposure to stress (Elwood, 2009; Flouri, 2005). The HPA axis and elevated
cortisol levels, as discussed earlier, have been associated with traumatic events. Furthermore,
cortisol levels have been linked to PTSD (Savic et al., 2012). The biological model of PTSD
proposes that individuals are predisposed to the disorder through HPA axis dysregulation and
disruption in the production of cortisol and neurotransmitters (Yehuda, 1999). Neuroticism and
conscientiousness have also been linked to PTSD, such that individuals with these personality
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traits are predisposed to experience higher cortisol levels in response to trauma (Savic et al.,
2012).
Developmental. Developmental models of PTSD suggest that early childhood factors
influence the onset of PTSD and the experience of trauma during childhood development
changes PTSD presentation to create unique symptomatology compared to trauma experienced
during adulthood (Cloitre et al., 2009). Developmental models of PTSD also propose that
symptoms derive from both environmental and individual factors in creating PTSD symptom
presentations (Cahill et al., 1999; Pynoos et al., 1999). Pynoos et al. (1999) suggested that
traumatic stress is caused by trauma reminders and secondary life stressors, in addition to the
individual’s reaction to the trauma. An individual’s PTSD symptom presentation is also
influenced by the child’s background and individual factors, including family support and
temperament (Pynoos et al., 1999).
Cognitive. Cognitive models of PTSD, also called information-processing models, posit
that PTSD presentations are dependent upon an individual’s reaction to the trauma. The
cognitive model assumes that the relationship between trauma exposure and emotional response
is mediated by an individual’s assessment of the meaning of the traumatic event (Fletcher, 2003).
In the cognitive model, an individual perceives the trauma as threatening via negative appraisals
of the event. The perception of threat often results in avoidant behaviors and coping mechanisms,
and these maladaptive cognitive coping strategies are thought to influence the onset and
maintenance of PTSD through causing universal negative cognitions about the world and the self
(Ehlers & Clark, 2000; Lancaster et al., 2011; Meiser-Stedman, 2002). Research also indicates
that attention and memory play a role in PTSD development. Individuals with PTSD show
deficits in working memory (Vasterling et al., 1998). The disruptions in working memory have
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been shown to cause disinhibition and contribute to the expression of intrusion symptoms
(Vasterling et al., 1998). Certain individuals may also process trauma differently as a result of
memory deficits, allowing sensory information to be encoded differently, bypassing the
hippocampus, and leaving trauma available for recreation (Meiser-Stedman, 2002). Furthermore,
memory disturbances are associated with poorer autobiographical memory, influencing an
individual’s ability to place the trauma in a context and resulting in elaboration of threat and
negative appraisals (Ehlers & Clark, 2000).
Childhood PTSD
Prevalence. Children are 1.5 times more likely to be diagnosed with PTSD and are more
likely to express PTSD symptoms than adults following a traumatic event (De Bellis, 2001; De
Bellis et al., 2010; Fletcher, 1996). Alisic et al. (2014), in a meta-analysis, estimated that 36
percent of children exposed to trauma developed PTSD. The National Comorbidity Study for
Adolescents reported that 5.0 percent of adolescents met criteria for PTSD in their lifetime and
1.5 percent of adolescents met criteria for PTSD with severe impairment (Merikangas et al.,
2010). This estimate is slightly higher than Kessler et al. (2012), who found the rate of childhood
PTSD to be 3.9 percent. Rates of PTSD may be lower when using the DSM-5 criteria compared
to DSM-IV-TR criteria for PTSD due to the additional requirement of one avoidance symptom.
Rates of PTSD in adults decreased approximately 1 to 6 percent when using DSM-5 criteria
instead of DSM-IV (Hoge et al., 2014; Roth et al., 2016). The addition of preschool criteria,
however, may increase the sensitivity of the DSM-5 in identifying children under 13 years, not
just preschool-aged, with PTSD. Among school-aged children who had experienced a natural
disaster, 30.6 percent met DSM preschool criteria for PTSD compared to only 14.1 percent who
met adult criteria (Danzi & La Greca, 2016). Rates of PTSD may also vary by sex. In 2003, rates
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of PTSD among adolescents exposed to interpersonal violence were 3.7 percent for boys and 6.3
percent for girls (Kilpatrick et al., 2003). The gender gap in the prevalence of childhood PTSD
may be widening. A more recent study found that the prevalence of PTSD is nearly three times
higher for girls than boys (Merikangas et al., 2010). With regard to the rate of diagnosis, one
study found that, of 1,868 adolescents who experienced at least one traumatic event, 11.3 percent
of females and 6.3 percent of males were diagnosed with PTSD (Macdonald et al., 2010).
Diagnostic rates of childhood PTSD also differ by age. The overall risk of developing PTSD
increases with age (Alisic et al., 1994). Specifically, the lifetime prevalence of PTSD is roughly
3.7 percent of youth ages 13-14, 5.1 percent of youth ages 15-16, and 7.0 percent of youth ages
17-18 (Merikangas et al., 2010).
Effects of childhood PTSD. In addition to behavioral changes, PTSD affects brain
structure and development. Individuals with PTSD and other anxiety disorders show reduced
inhibition-related activation in rostral anterior cingulate cortex (rACC) and a change in neural
connections from the amygdala and prefrontal cortex that are typically involved with amygdala
activation (Stevens et. al. 2001). Severity and duration impede brain development which may
result in poor cognitive functioning such as lower IQ, learning/memory, and poor academic
achievement (De Bellis et. al. 2009). Regarding academic performance, children with PTSD
have been shown to have lower IQ, poorer visual-spatial processing, deficits in memory
processes, and worse executive functioning abilities (Barrera-Valencia et al., 2017).
Furthermore, specific symptom clusters have been linked to different effects of PTSD. Negative
cognitions associated with PTSD have been linked to alcohol and marijuana use disorders
(Allwood et al., 2014).
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Research has consistently shown robust associations between childhood PTSD and other
psychiatric disorders (Famularo et al., 1996). A recent study found that 78.3 percent of
preschool-aged children with PTSD had at least one comorbid disorder (Løkkegaard et al.,
2017). The most common disorders comorbid with PTSD are oppositional defiant disorder,
separation anxiety disorder, and major depressive disorder (Løkkegaard et al., 2017). Another
study discovered that nearly half of children with posttraumatic stress also had depressive
symptoms (Lai et al., 2013).
Risk factors for childhood PTSD. Several factors have been identified to increase risk
that a child will develop posttraumatic stress symptoms. Learning difficulties and mental health
disorders have been shown to be associated with childhood PTSD (Udwin et al., 2000). Research
has highlighted the link between poor executive functioning abilities, attentiondeficit/hyperactivity disorder (ADHD), and childhood PTSD. Children with ADHD are at higher
risk of developing PTSD than children without ADHD (Biederman et al., 2013). Children with
both ADHD and PTSD are also more likely to have substance use disorder (SUD) and are at
greater risk of other comorbid conditions such as major depressive disorder, bipolar disorder,
oppositional defiant disorder, and conduct disorder than children with ADHD alone (Biederman
et al., 2013). Furthermore, siblings of children who have both ADHD and PTSD were more
likely to have PTSD themselves (Biederman et al., 2013).
Executive functioning deficits are also a key characteristic of ADHD (Barkley, 1997).
Poor executive functioning abilities may play a role in the effects of ADHD on childhood PTSD.
Deficits in response inhibition and emotional and non-emotional (task-related distraction)
attention regulation have been associated with increased risk for PTSD (Aupperle et al., 2012).
Deficits in emotion regulation, a facet of higher-order executive functioning, have been linked to
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more severe PTSD symptom presentations (Ehring & Quack, 2010). Furthermore, individuals
with PTSD who had greater affect regulation abilities had better treatment outcomes compared to
individuals with poor emotion regulation skills, due to the negative mood state encountered
during PTSD interventions (Cloitre et al., 2004). Some researchers have offered theories behind
the connection between PTSD and executive functioning deficits. One theory is that impairment
in attention regulation is associated with increased attention toward traumatic stimuli, leading to
an increase in re-experiencing (intrusion) and hyperarousal symptoms (Aupperle et al., 2012). In
combination with deficits in inhibition, these individuals may be more likely to use other
methods to inhibit re-experiencing symptoms, such as avoidance (another symptom cluster of
PTSD) (Aupperle et al., 2012).
Anxiety may also play an essential role in the development of childhood PTSD. Children
with higher levels of trait anxiety have been shown to be at a higher risk of developing PTSD
compared to children with lower levels of trait anxiety (Lonigan et al., 1994). Lonigan et al.
(1994) found that children with greater levels of trait anxiety were 3-5 times more likely to meet
criteria for each PTSD symptom cluster and were 9 times more likely to meet overall diagnostic
criteria for PTSD. Separation anxiety has also been associated with more symptoms of PTSD
(Udwin et al., 2000).
Prior victimization has also been used to predict childhood PTSD. Children who have
experienced prior trauma have been shown to be at a higher risk of experiencing sexual
maltreatment later in childhood and developing PTSD following maltreatment (Boney-McCoy &
Finkelhor, 1995). Children who report feeling more negative emotions following a trauma and
children who perceive a trauma as more severe may be more likely to exhibit PTSD symptoms
(Lonigan et al., 1994; Udwin et al., 2000). Risk factors for PTSD may also differ between
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younger children and adolescents. Reckless behavior was associated with greater severity of
PTSD symptoms among adolescents following a natural disaster and having a "bad feeling" (e.g.,
foreshadowing, omens) was associated with greater symptom severity among younger children
(Lonigan et al., 1994).
To date, much of the literature on childhood PTSD has been focused on children who
experienced general traumatic events such as community violence, natural disasters, forced
relocation, or witnessing domestic abuse. There is limited research on interpersonal trauma, such
as child maltreatment, and its effect on PTSD in children. The following section reviews the
available literature on the interplay between child maltreatment and childhood PTSD, including
the impact of maltreatment on rates of PTSD and symptom presentation.
Child Maltreatment and PTSD
Prevalence. Child maltreatment trauma in general and sexual maltreatment trauma in
particular increase risk of PTSD in youth (Davis & Siegel, 2000; Udwin et al., 2000; Widom,
1999). Researchers disagree on the prevalence of PTSD among maltreated youth. Rates of PTSD
diagnosis among maltreated youth range from 42 percent to 90 percent in the literature (Davis &
Siegel, 2000; De Bellis, 2001; Dubner & Motta, 1999; McLeer et al., 1994). Prevalence rates
may vary by maltreatment type. About 36 percent of youth who experienced sexual maltreatment
met criteria for PTSD, whereas those who experienced physical maltreatment reported rates of
PTSD as high as 50 percent (De Bellis, 2001; Dubner & Motta, 1999; McLeer et al., 1994).
Females exhibit higher rates of PTSD across all maltreatment types and are more than 4 times
likely to develop PTSD following sexual maltreatment compared to male youth who are victims
of sexual maltreatment (Koenen & Widom, 2009)
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Course. Maltreated youth with PTSD experience symptoms of intrusion, avoidance,
affective numbing, and hyperarousal (Breslau & Davis, 1992; Deblinger et al., 1989; Fletcher,
2003; Kearney et al., 2010). Child maltreatment in particular has been found to be related to
higher levels of avoidance and reexperiencing or intrusion symptoms, such as nightmares (Shenk
et al., 2012). Maltreated youth with PTSD may also suffer from anhedonia, hypervigilance,
aggression, impulsivity, hyperactivity, inattention, inappropriate affect, social deficits,
rumination, somatic complaints, and sleep disturbances (Ackerman et al., 1998; Avery et al.,
2000; Copeland et al., 2007; Saigh et al., 2002; van der Kolk, 2005). PTSD symptom
presentations among maltreated youth may also vary by the age of onset and chronicity of
maltreatment. Earlier onset and longer duration of maltreatment may lead to worse outcomes due
to stunted brain development (De Bellis et al., 1999). Maltreatment trauma is associated with
increased symptoms of dissociation and memory impairment (Duggal & Sroufe, 1998).
Peritraumatic dissociation (dissociative symptoms during or immediately after a traumatic event)
is associated with negative beliefs about the self (Thompson-Hollands et al., 2017). In stark
contrast, another study found increased memory function in maltreated youth, specifically for
those who exhibit symptoms of intrusion (Bremner et al., 1995). Maltreated youth with PTSD
are also more likely to be diagnosed with ADHD, conduct disorder, substance use disorders,
anxiety disorders, mood disorders, psychotic disorders, and adjustment disorders (Ariga et al.,
2008; Dixon et al., 2005; Ford et al., 2000; McLeer et al., 1994; Saigh et al., 2002; Schumacher
et al., 2006; Stevens et al., 2003; Titus et al., 2003; Weinstein et al., 2000).
Child maltreatment and PTSD literature has expanded over the previous decade. Several
gaps remain despite these advancements. There is little research on childhood PTSD and even
fewer studies that include samples of maltreated youth. Research evaluating maltreatment and

28

the assessment of childhood PTSD simultaneously is sparse. Assessment and validation studies
primarily rely on traumatized youth and rarely focus on maltreated youth. Many studies do not
even include youth and instead utilize retrospective self-reports of adults who experienced
maltreatment in childhood. The following section reviews the existing literature on childhood
PTSD assessment.
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Assessment of Childhood PTSD
Several measures have been developed to assess both exposure to trauma and childhood
PTSD or other clinical conditions resulting from trauma. The following section highlights the
two primary methods of assessment: clinical interviews and self-report or caregiver-report
questionnaires (see Tables 1 and 2, respectively). A description of each measure is provided, as
well as the psychometric properties reviewed in the literature.
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Clinical Interviews
Table 1
Structured and semi-structured interviews designed to assess trauma exposure and PTSD
Measure

Description

Validity

Reliability

Clinician-Administered
PTSD Scale for Children
and Adolescents (CAPSCA; Newman, et al.,
2004)

Semi-structured interview that
assesses frequency, intensity,
and functional impact of PTSD
symptoms

Good discriminant
validity (Costello et
al., 1998)

Fair to excellent
reliability (Costello et
al., 1998)

Children’s PTSD
Inventory (CPTSD-I;
Saigh, 1998)

Structured interview that
assesses DSM-IV PTSD
symptoms, duration of distress,
and diagnosis.

Good convergent,
concurrent, and
discriminant validity
(Yasik et al., 2001)

Good internal
consistency (Saigh,
1998); excellent
interrater reliability,
good to excellent testretest reliability (Yasik
et al., 2001)

The Childhood PTSD
Interview – child version
(CPTSDI-C; Fletcher,
1996)
The parent version
(CPTSDI-P; Fletcher,
1996)

Structured interview that
assesses DSM-IV PTSD
symptoms and 12 related
disorders/symptoms

Moderate to high
convergent validity
(Carlson, 1997;
Fletcher, 1996)

Moderate to good
internal consistency
for PTSD and all
subscales (Fletcher,
1996)

The Traumatic Events
Screening Inventory
(TESI-PRR and SRR;
Ford & Rogers, 1997)

Structured interview that
assesses trauma exposure

Under review; a
revision of the TESIChild and TESI-Parent
which had strong
psychometric
properties (Ribbe,
1996)

Under review; a
revision of the TESIChild and TESI-Parent
which had strong
psychometric
properties (Ribbe,
1996)

The Anatomical Doll
Questionaire (ADQ; Levy
et al., 1995)

Semi-structured interview that
assesses child abuse and
affective and expressive
behaviors

Not assessed.

Mixed interrater
reliability, poor
interrater reliability for
child affective
expressions and sexual
abuse (Feindler,
Rathus, & Silver,
2003)

The Attribution for
Maltreatment Inventory
(AFMI; McGee, Wolfe, &
Olson, 2001).)

4 structured interviews that
assess trauma exposure, 4 types
of child maltreatment, selfblaming, cognition, self-blaming
effect, self-excusing, perpetrator
blaming, and perpetrator
excusing

Sexual abuse had the
highest criterion
validity (Feindler et
al., 2003)

Moderate internal
reliability, moderate to
high test-retest
reliability (Feindler et
al., 2003; McGee et
al., 2001);
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The Children’s Impact of
Traumatic Event –
Revised (CITES-R; Wolfe
et. al, 1991; Wolfe, 1996)

Structured interview that
assesses PTSD, eroticism, abuse
attribution, and social reactions

Mixed construct
validity (Chaffin &
Shultz, 2001); good
convergent and
discriminant validity
(Crouch et al., 1999)

Moderate reliability
(Wolfe et al., 1991

The UCLA PTSD
Reaction Index for DSMIV (Pynoos et al., 1998) Revised version of the
Child PTSD Reaction
Index (CPTSD-RI; Nader
et al., 1990)

Structured interview, self-report
measure, and screener for
trauma exposure and the
frequency of PTSD symptoms.
Provides DSM-5 PTSD
diagnosis and dissociative
subtype.

Good construct
validity and factorial
validity (Rodriguez et
al., 2001)

Excellent internal
consistency and good
test-retest reliability
for the full scale and
each symptom cluster
(Steinberg et al., 2013)

32

Questionnaires
Table 2
Child and adolescent self-report and caregiver-report measures
Measure

Description

Validity

Reliability

Children’s Revised Impact
of Event Scale (CRIES;
Perrin et al., 2005) - 2
versions: CRIES-8 and
CRIES-13

Self-report tool that assesses
frequency of symptoms in
relation to a specific
traumatic event, and arousal
criterion (CRIES-13 only)

Good construct,
discriminant, and
convergent validity
(Deeba et al., 2014;
Perrin et al., 2005)

Moderate to excellent
internal consistency and
test-retest reliability
(Deeba et al., 2014;
Smith et al., 2003)

Child Reaction to
Traumatic Events Scale
(CRTES; Jones, 1994)

Parent-report tool measuring
intrusion and avoidance
symptoms

Validity was unable
to be established
(Cunningham, et al,
1994)

Low to acceptable
internal consistency
(Cunningham, et al,
1994)

Trauma Symptom Checklist
for Children (TSCC; Briere,
1996)

Self-report tool that assesses
trauma exposure and
frequency of trauma-related
thoughts, feelings, and
behaviors

Strong convergent,
criterion, and
discriminant validity
(Briere & Lanktree,
1995; Briere, 1996;
Diaz, 1994; Evans et.
al., 1994; Friedrich &
Jopwaski, 1995

High internal
consistency, good
reliability for all
subscales (Bal et al.,
2004; Elliot & Briere,
1994; Evans et al., 1994;
Finkelhor et al., 2007;
Singer, 1995)

Trauma Symptom Checklist
for Young Children
(TSCYC; Briere, 2004)

Caretaker-report tool that
assesses exposure to
childhood sexual abuse,
physical abuse, and
witnessing domestic
violence, and frequency of
trauma symptoms

Good construct
validity for all scales
except mood scales
(Briere et al., 2001)

Good internal
consistency (Briere et
al., 2001)

Pediatric Emotional
Distress Scale (PEDS;
Saylor et al., 1999)

Caregiver-report tool that
assesses presence and
severity of trauma-related
symptoms

Good discriminant
validity (Saylor et al.,
1999)

Strong internal
consistency; test-retest
reliability was .56 for the
total measure (Saylor et
al., 1999)

Sexual Abuse Fear
Evaluation
(SAFE; Wolfe & Wolfe,
1986)

Self-report tool that assesses
distressing situations for
child who experienced sexual
abuse

Validity could not be
established (Feindler
et al., 2003)

High internal
consistency (Feindler et
al., 2003)

Checklist of Sexual Abuse
and Related Stressors (CSARS; Spaccarelli, 1995)

Self-report tool that assesses
stressful events associated
with sexual abuse

Demonstrated
adequate construct
validity but
concurrent validity
could not be
established (Feindler
et al., 2003;
Spaccarelli, 1995;

High internal
consistency for total
measure (Feindler et al.,
2003)
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Spaccarelli & Fuchs,
1997)

Negative Appraisals of
Sexual Abuse Scale
(NASAS; Spaccarelli,
1995)

Self-report tool that assesses
adjustment after abuse

Good convergent
validity (Spaccarelli
& Fuchs, 1997;
Spaccarelli, 1995)

High internal
consistency for the total
scale, moderate to high
internal consistency for
subscales (Spaccarelli &
Fuchs, 1997; Spaccarelli,
1995)

When Bad Things Happen
Scale (WBTH; Fletcher,
1992)

Self-report tool that assesses
PTSD symptoms following
one or more traumas

High convergent
validity with the
CPTSD-C, low
convergent validity
with CPTSD-P and
CBCL (Fletcher,
1996)

High internal
consistency for both the
total scale and each
subscale (Fletcher, 1996)

Child Sexual Behavior
Inventory (CSBI-I; Feindler
et al., 2003)

Caregiver-report tool that
assesses sexual behaviors
following actual or suspected
sexual abuse

Convergent validity
was found with the
CBCL (Friedrich et
al., 1992); good
discriminate validity
(Drach et al., 2001)

High internal
consistency and adequate
test-retest reliability
(Drach et al., 2001)

Child Trauma
Questionnaire (CTQ;
Bernstein & Fink, 1998)

Self-report tool that assesses
emotional, physical, and
sexual abuse, and emotional
and physical neglect

Good construct
validity (Bernstein &
Fink, 1998)

Satisfactory to excellent
internal consistency
(Bernstein & Fink,
1998); high test-retest
reliability (Bernstein &
Fink, 1998)

Survey of Children’s
Exposure to Community
Violence (SCECV; Richters
& Saltzman, 1990)

Self-report and parent-report
measures that assess
victimization and violence
exposure

Not assessed.

Not assessed.

Child Report and Parent
Report of Posttraumatic
Symptoms
(CROPS/PROPS;
Greenwald & Rubin, 1999)

Self-report and parent-report
measures that assess PTSD
symptoms

Good criterion
validity for both
measures (Greenwald
&Rubin, 1999)

Excellent internal
consistency and high
test-retest reliability for
both measures
(Greenwald & Rubin,
1999)

Child PTSD Symptom
Scale (CPSS; Foa et al.,
2001) – child version of the
Posttraumatic Diagnostic
Scale (Foa et al., 1993)

Self-report tool that assesses
frequency of DSM-IV PTSD
symptoms and functional
impairment

Good convergent
validity (Foa et al.,
2001)

Good internal
consistency and testretest reliability for the
total scale (Jaycox et al.,
2002)

34

Los Angeles Symptom
Checklist (LASC; King et
al., 1995)

Self-report tool that assesses
DSM-IV PTSD criteria,
abusive drinking, pervasive
disgust, girlfriend/boyfriend
problems, and excessive
eating

Not assessed.

High internal
consistency and testretest reliability (Foy et
al., 1997)

Child Dissociative
Checklist (CDC; Putnam et
al.,1993)

Parent- or adult observerreport of dissociative
behaviors

Low to moderate
validity (Ohan et al.,
2002; Putnam &
Peterson, 1994;
Wherry et al., 1994)

Moderate test-retest
reliability and internal
consistency (Putnam &
Peterson, 1994)

Other measures have been designed to assess specific symptom clusters of PTSD. The
Adolescent Dissociative Experiences Scale (A-DES; Armstrong et al., 1997) examines
dissociative symptoms. The Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999)
measures negative cognitions and self-blame. The following sections highlight the A-DES and
the PTCI as measures of PTSD in youth. The psychometric properties are reviewed, and detailed
descriptions of the factor structures supported by the literature are provided.
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Adolescent Dissociative Experiences Scale (A-DES)
The Adolescent Dissociative Experiences Scale (A-DES, Armstrong et al., 1997) was
developed to measure both normal and pathological dissociative experiences in adolescents. The
A-DES is a 30-item self-report measure that assesses dissociation in youths aged 10-21 years
following exposure to a range of experiences (Armstrong et al., 1997). It is crucial to test for
dissociative experiences in youth given the relationship between dissociation and behavioral
problems and mental illness in youth (Cook et al., 2005; Hulette et al., 2011; Kaplow et al.,
2008; Levinger et al., 2015; Macfie et al., 2001; Putnam, 1997). The A-DES measures four
domains of dissociation: dissociative amnesia, absorption and imaginative involvement, passive
influence, and depersonalization and derealization. This multidimensional approach was
carefully chosen to capture both normal and pathological dissociative phenomena (Armstrong et
al., 1997).
Dissociative amnesia. Dissociative amnesia includes memory lapses involving the
dissociative experience. Dissociative amnesia items examine the lapses in memory for
experiences that reflect dissociative breaches in information processing (Armstrong et al., 1997).
Absorption and imaginative involvement. Absorption and imaginative involvement
refer to difficulty separating reality from fantasy. Absorption and imaginative involvement items
include the ability to become so wrapped up in fantasy activities that reality falls away and the
confusion between fantasy and reality that can occur if such behavior becomes chronic
(Armstrong et al., 1997).
Passive influence. Passive influence is the perceived lack of control over bodily
sensations and movement. Passive influence items describe experiences of not having volitional
control over one's body and sensations (Armstrong et al., 1997).
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Depersonalization and derealization. Depersonalization and derealization refer to the
perception that one is disconnected from one’s body and the world. Depersonalization and
derealization also include dissociated identity and dissociative relatedness. Dissociative identity
refers to feeling that one's emotions and behaviors are not one's own. Dissociative relatedness
refers to feeling that interpersonal relationships are not real. Depersonalization and derealization
items reflect the sense of feeling disconnected from one's body and the world (Armstrong et al.,
1997). There are two subsets of items specifically designed to examine the effects of
depersonalization on identity and relationships. Dissociated identity items focus on the sense of
being disconnected from parts of oneself, including feeling that one's emotions or behaviors are
not one's own. Dissociative relatedness items describe the sense that interpersonal relationships
are unaccountably changeable and unreal.
Some researchers have questioned whether these constructs are the best measurement of
dissociation. Factor structure results vary amongst studies examining the A-DES. A review of
the literature generally supports one of three models: (1) 1-factor solution model (Soukup et al.,
2010; Farrington et al., 2001; Muris et al., 2003; Tolumunen et al., 2007; Schimmenti et al.,
2016a, b); (2) 3-factor solution model (Kerig et al., 2016; Yoshizumi et al., 2010; or (3) the
original 4-factor solution (Amstrong et al., 1997; De Pasquale et al., 2016; Smith & Carlson,
1996; Zoroglu et al., 2002). Each of these models, including the proposed factors and
corresponding item numbers, are outline in Table 3. Descriptions of the samples used are
described in the following paragraphs.
The original authors found that a 4-factor solution was the most appropriate model
(Armstrong et al., 1997). The 4 factors revealed were named dissociative amnesia, absorption
and imaginative involvement, passive influence, and depersonalization and derealization.
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Through an examination of all current validation studies of the A-DES (11 total, including the
original), three other studies supported the original 4-factor solution. De Pasquale et al. (2016)
analyzed the Italian version of the A-DES using a sample of 633 adult Italian students. Results
supported the original 4 subscales proposed by the developers. A second study by Zoroglu et al.
(2002) also found the same 4-factor solution in a sample of 862 Turkish youths aged 14 to 17.
Finally, a third study revealed the same 4-factor solution in a sample of 106 grade school and
college-aged students (Smith & Carlson, 1996).
In contrast, two studies found 3-factor solutions, each without absorption and imaginative
involvement or passive influence, and instead with a new factor composed of the same 8 items in
both studies. Yoshizumi et al. (2010) revealed a 3-factor structure (amnesia, disintegration of
conscious control, and depersonalization and derealization) of the A-DES in a sample of 2,272
Japanese youths aged 12 to 18 years. Kerig et al. (2016) later examined the A-DES factor
structure in sample of 784 boys aged 12 to 19 years who were exposed to trauma. Again, a 3factor solution was revealed, composed of dissociative amnesia, loss of conscious control (LCC),
and depersonalization and derealization (Kerig et al., 2016). However, the new factor named
LCC was composed of the same 8 items that formed the disintegration of conscious control
factor.
The remaining 5 validation studies each supported a single-factor solution composed of
all 30 items in the A-DES. Of these studies, 4 used youth samples and 1 examined adults. Muris
et al. (2003) found a 1-factor solution in a sample of 331 non-clinical youths living in the
Netherlands. Tolumunen et al. (2007) revealed a 1-factor solution in a sample of 4,019 Finnish
youths. Soukup et al. (2010) found a 1-factor solution in a sample of 653 Czech youths and
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young adults. Finally, Schimmenti (2016a, 2016b) found a 1-factor solution in a sample of 1,806
Italian youths as well as a 1-factor solution in a separate sample of 794 Italian adults.
Taken together, the existing literature on the A-DES largely supports a single-factor
solution. The original validation study of the A-DES revealed 4 factors: dissociative amnesia,
absorption and imaginative involvement, passive influence, and depersonalization and
derealization. Others have revealed 3-factor solutions of the A-DES with the absorption and
imaginative involvement and passive influence subscales omitted and a new factor proposed.
However, no research to date has examined the factor structure of the A-DES in a sample of
maltreated youth.
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Table 3
Summary of A-DES Models and Factor Solutions
Model

Author(s)

Factor 1

1

Soukup et al.,

All 30 items

Factor 2

Factor 3

Factor 4

2010
Farrington et

All 30 items

al., 2001
Muris et al.,

All 30 items

2003
Tolumunen et

All 30 items

al., 2007
Schimmenti

All 30 items

2016a
Schimmenti

All 30 items

2016b
2

Kerig et al.,

2, 7, 8, 14,

1, 3, 4, 5, 11,

6, 9, 10, 13, 16, 17,

2006

15,18, 22, 24

12, 19, 27

20, 21, 23, 25, 26,
28, 29, 30

Yoshizumi et

2, 7, 8, 14,

1, 3, 4, 5, 11,

6, 9, 10, 13, 16, 17,

al., 2010

15,18, 22, 24

12, 19, 27

20, 21, 23, 25, 26,
28, 29, 30

3

Armstrong et

2, 5, 8, 12, 15,

1, 7, 10, 18, 24,

al., 1997

22, 27

28

De Pasquale et

2, 5, 8, 12, 15,

1, 7, 10, 18, 24,

al., 2016

22, 27

28

Smith &

2, 5, 8, 12, 15,

1, 7, 10, 18, 24,

Carlson 1996

22, 27

28

Zoroglu et al.,

2, 5, 8, 12, 15,

1, 7, 10, 18, 24,

2002

22, 27

28

4, 14, 16, 19, 23

3, 6, 9, 11, 13, 17, 20,
21, 25, 26, 29, 30

(original)
4, 14, 16, 19, 23

3, 6, 9, 11, 13, 17, 20,
21, 25, 26, 29, 30

4, 14, 16, 19, 23

3, 6, 9, 11, 13, 17, 20,
21, 25, 26, 29, 30

4, 14, 16, 19, 23

3, 6, 9, 11, 13, 17, 20,
21, 25, 26, 29, 30
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Posttraumatic Cognitions Inventory (PTCI)
The PTCI (Foa et al., 1999) is a 36-item self-report questionnaire that measures traumarelated thoughts and beliefs. The PTCI provides a total negative cognition score as well as 3subscale scores: Negative cognitions about self (NCAS), Negative cognitions about the world
(WORLD), and Self-blame (BLAME). Foa and her colleagues explain the development and
maintenance of PTSD through emotional processing theory which posits that PTSD is a response
of disruptions in the normal processes of recovery in the form of dysfunctional cognitions about
the self as totally incompetent and the world as completely dangerous (Foa et al., 1999).
Individuals develop these thoughts if they already possessed similar rigid schemas. The schemas
held by individuals may be positive or negative. For example, believing the world is extremely
safe prior to trauma will increase the risk of that individual developing PTSD after a traumatic
experience (Foa et al., 1999). The three factors of the PTCI thus reflect cognitions that predict
PTSD.
Negative cognitions about self (NCAS). The developers theorized that the first factor,
NCAS, represents a self-schema that one is incompetent (Foa et al., 1999). Twenty-one items
assessing NCAS were selected to represent the first factor. The items assess general negative
view of self, permanent change, alienation, hopelessness, self-trust, and negative interpretation of
symptoms.
Negative cognitions about the world (WORLD). The second factor, WORLD,
represents a world-schema that the world is dangerous (Foa et al., 1999). Seven items assessing
Cognitions About the World (unsafe world and mistrust of other people) were selected to
represent the second factor.
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Self-blame (BLAME). The third factor, BLAME, represents the core belief that the
traumatic event was one's fault (Foa et al., 1999). Five items assessing Self-Blame were selected
to represent the third and final factor.
Researchers have consistently supported the original 3-factor solution of the PTCI. Since
its original publication, 7 studies have examined the factor structure of the PTCI. Each of the 7
studies supported the original 3-factor solution composed of negative cognitions about self
(NCAS), negative cognitions about the world (WORLD), and self-blame (BLAME) proposed by
the developers (Andreu et al., 2017; Beck et al., 2004; Daie-Gabai et al., 2011; Foa et al.,1999;
Güleç et al., 2013; Müller et al., 2010; Su & Chen, 2008; Van Emmerik et al., 2006). Each of
these models, including the proposed factors and corresponding item numbers, are outline in
Table 4. Descriptions of the samples used are described in the following paragraphs.
Of all 7 studies and the original validation study, none of them utilized a sample of youth
nor victims of child maltreatment. Most of the studies included only samples of adults that were
exposed to trauma in general (Beck et al., 2004; Daie-Gabai et al., 2011; Güleç et al., 2013; Su &
Chen, 2008; Van Emmerik et al., 2006). Only two studies included samples who experienced
interpersonal trauma. Müller et al. (2010) were the first to include a sample composed of adult
victims of accidents and adult victims of interpersonal trauma, though there was no indication
that they were victims of abuse or neglect.
More recently, Andreu et al. (2017) examined the PTCI in a sample of adult sexual
assault survivors and again supported the original 3-factors proposed by the developers. The
negative cognitions about self and the world factors both showed good internal consistency
(Cronbach's alpha = 0.92 and 0.82) whereas self-blame exhibited poor internal consistency
(Cronbach's alpha = 0.75) (Andreu et al., 2017). Andreu et al. (2017) were not the first to
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discover the weak psychometric properties of the BLAME subscale. Psychometric evaluation of
both the Turkish and German versions of the PTCI also demonstrated poor internal consistency
of the self-blame factor (Güleç et al., 2014; Müller et al., 2010). Beck et al. (2004) also revealed
poor concurrent and discriminant validity for the self-blame factor of the PTCI.
The original validation study of the PTCI revealed 3 factors: negative cognitions about
self (NCAS), negative cognitions about the world (WORLD), and self-blame (BLAME).
Subsequent studies have all supported this 3-factor model, though item loadings varied.
However, no research to date has examined the factor structure of the PTCI in a sample of
maltreated youth.
The aforementioned studies summarize the factors of the A-DES and PTCI supported in
the literature. However, it is important to note that much of the research was conducted on adults
or samples of youth who experienced general trauma rather than maltreatment trauma
specifically. Not a single study to date has analyzed the psychometric properties or factor
structures of the A-DES or PTCI in a sample of maltreated youth. The following sections
highlight how the present study will use confirmatory factor analysis of the A-DES and PTCI in
a sample of maltreated youth and the expected results.
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Table 4
Summary of PTCI Models and Factor Solutions
Model

1

Author(s)

Factor 1 (SELF)

Factor 2

Factor 3

(WORLD)

(BLAME)

Foa et al. 1999 (Original)

2, 3, 4, 5, 6, 9, 12, 14, 16,

7, 8, 10, 11,

1, 15, 19,

Güleç et al. 2013

17, 20, 21, 24, 25, 26, 28,

18, 23, 27

22, 31

2*, 3, 4*, 5, 6, 9, 12, 14,

7, 8, 10*, 11,

1, 15, 19,

16*, 17, 20, 21, 24*, 25,

18, 23, 27

22, 31

2, 3, 4, 5, 6, 9, 12, 14,

7, 8, 10, 11,

1, 15, 19,

16*, 17, 20, 21, 24*, 25,

18, 23, 27

22*, 31

Van Emmerik et al., 2006 29, 30, 33, 35, 36
2

Andreu et al. 2017

26, 28, 29*, 30, 33, 35,
36
3

Su & Chen, 2008

26, 28, 29*, 30, 33, 35,
36
4

Beck et al., 2004

2*, 3, 4*, 5, 6, 9, 12, 14,

7, 8, 10, 11,

1, 15, 19,

Daie-Gabai et al., 2011

16, 17, 20, 21, 24*, 25,

18, 23, 27

22, 31

2, 3, 4, 5, 6, 9, 12*, 14,

7, 8, 10, 11*,

1, 15, 19,

16, 17, 20, 21, 24, 25, 26,

18, 23, 27

22, 31

26, 28, 29*, 30, 33, 35,
36
5

Müller et al., 2010

28*, 29, 30, 33, 35*, 36
Note. * Indicates items that were omitted.
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Confirmatory Factor Analysis (CFA)
The proposed study will examine the factor structure of the A-DES and the PTCI using
Confirmatory Factor Analysis (CFA). CFA is a type of structural equation modeling that requires
that the researcher have specific expectations regarding the number of factors, which variables
reflect those factors, and whether the factors are correlated (Thompson, 2004). Like exploratory
factor analysis, CFA is based on the common factor model and attempts to reveal the structure of
correlations among variables using a set of latent variables (Fabrigar et al., 1999). The number of
factors and the expected pattern of variable loadings onto factors is set a priori.
Factor analyses are frequently conducted using exploratory factor analysis rather than
CFA due to the lack of theoretical basis required to make strong assumptions about the number
of factors or the exact variables influenced by the factors (Fabrigar et al., 1999). CFA may also
cause researchers to miss alternative models because it is impractical to test each one. However,
as described previously, several studies have examined the factor structure of the A-DES and the
PTCI which provides us with enough empirical basis to specify and test specific models. CFA is
the preferred method because it allows us to focus on testing specific hypotheses about the data
and reduces the likelihood of relying on chance characteristics (Fabrigar et al., 1999).
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Purpose
Child maltreatment and PTSD literature has expanded over the previous decade, yet
several gaps in the literature remain. PTSD assessment and validation studies primarily rely on
non-clinical adult samples or traumatized youth who did not experience maltreatment (e.g.,
natural disasters, exposure to violence, bereavement), and rarely utilize samples of maltreated
youth. Research on childhood PTSD among victims of maltreatment is sparse. To date, not a
single study exists that examines the psychometric properties of the PTCI in youth, and neither
the A-DES nor the PTCI have been examined using samples of maltreated youth. Childhood
PTSD research is often limited to samples of traumatized youth in general (not specifically
maltreatment-related) or retrospective self-report of symptoms or traumatic experiences. Even
fewer studies evaluate maltreatment-related trauma victims and the assessment of childhood
PTSD simultaneously.
Despite recent advancements, little is known about the unique facets of childhood PTSD
among maltreated youth. Important predictors of PTSD among this vulnerable population remain
unknown. The proposed study seeks to bridge these gaps and examine the unique predictors of
PTSD for youth who have experienced maltreatment. This study was the first to examine the
factor structures of the A-DES and PTCI in a sample of maltreated youth.
The present study sought to critically examine the factor structures of the A-DES and the
PTCI through confirmatory factor analysis (CFA). The factor structure that best predicts PTSD
symptom clusters among maltreated youth was identified. The present study answered two key
research questions: (a) are there similar factor structures of the A-DES and PTCI in a maltreated
sample as compared to the original normative sample; and (b) do the same factors emerge as
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significant predictors of PTSD symptom clusters in our sample of maltreated youth as compared
to the existing literature. Specific hypotheses are explained in the following section.
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Hypotheses
The present study had three hypotheses supported by the literature on child maltreatment
and PTSD. As discussed, no existing validation studies of the A-DES include samples of
maltreated youth. Despite the original 4-factor structure, most studies support a single-factor
structure of the A-DES (Farrington et al., 2001; Foa et al., 1997; Muris et al., 2003; Schimmenti
et al., 2016a, b; Soukup et al., 2010; Tolumunen et al., 2007). Hypothesis 1 was that the factor
structure of the A-DES in the present sample of maltreated youth would differ from factors
found in the original normative sample and in samples from related studies.
Similarly, no existing validation studies of the PTCI include samples of maltreated youth.
All 8 previous validation studies have supported a 3-factor solution of the PTCI (Andreu, Peña,
& de La Cruz, 2017; Beck et al., 2004; Daie-Gabai et al., 2011; Foa et al., 1999; Güleç et al.,
2013; Müller et al., 2010; Su & Chen, 2008; Van Emmerik et al., 2006). Hypothesis 2 was that
the factor structures of the PTCI in the present sample of maltreated youth would differ from
factors found in the original normative sample and in samples from related studies.
Unique subscales were expected to be found from Hypotheses 1 and 2 and were expected
to be better predictors of PTSD symptom clusters including intrusion (re-experiencing),
avoidance, negative alterations in cognition and mood, and alterations in arousal and reactivity
among maltreated youth. Hypothesis 3 was that factors identified in the present sample for the ADES and PTCI would serve as better predictors of these PTSD symptom clusters in maltreated
youth than factors identified in previous studies with other samples of traumatized youth.
Hypothesis 3 would be tested only if unique factors were derived following evaluation of
Hypotheses 1 and 2.
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CHAPTER 3
METHODOLOGY
Participants
The current study analyzed archival data that included approximately 400 youths aged 618 years assessed at Department of Family Services (DFS) sites in the Las Vegas area. Only
youths that completed either the A-DES or the PTCI were included, leaving a sample of 279
youths aged 11-18 years. Participants were female (60.8%), male (38.7%), or transgender (0.7%)
with a mean age of 13.72 years (SD = 2.39 years). Participants were multiracial (25.8%), Black
(24.8%), White (24.5%), Hispanic (12.3%), Asian American (1.8%), Native American (2.0%), or
other (1.8%, includes Puerto Rican, Pacific Islander, Hungarian, and Guamanian) (unavailable,
7.3%).
Participants consisted of youths in DFS custody referred for psychological evaluation
following removal from their primary caregiver due to child maltreatment. Participants had a
previous or current investigation following a maltreatment-related trauma. Evaluations typically
occurred between one month and one year following residential removal.
Participants were diagnosed with either PTSD (n = 203), subthreshold PTSD (n = 68),
delayed onset PTSD (n = 1), PTSD negative (n = 105), or no diagnosis (n = 4). The average
number of PTSD symptoms reported by participants was approximately 13 (SD = 6.2 symptoms,
range = 0 - 35).
Participant scores on the A-DES and PTCI were examined. Approximately 246 youths
aged 11-18 years completed the PTCI. Participants who were given the PTCI were female
(61.6%), male (37.6%), or transgender (0.7%). Approximately 279 youths aged 11-18 years were
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administered the A-DES. Participants who were given the A-DES were female (62.3%), male
(36.8%), or transgender (0.01%).
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Measures
Demographic/Information Sheet
A demographic/information sheet was used to obtain information regarding participant
gender, age, race/ethnicity, country of origin, biological parent marital status, family
socioeconomic status, and religion. Additional questions regarding types of maltreatment
experienced, as well as characteristics of the perpetrator(s), were administered verbally.
Adolescent Dissociative Experiences Scale (A-DES)
The A-DES is a 30-item self-report measure that assesses dissociation in youths aged 1021 years following exposure to a range of experiences (Armstrong et al., 1997). Items are scored
on an 11-point Likert-type scale ranging from 0 (never) to 10 (always). Participants are
instructed to indicate how often a particular experience happens to them when not under the
influence of drugs or alcohol. The A-DES contains 4 domains reflecting critical aspects of
dissociation: dissociative amnesia, absorption and imaginative involvement, passive influence,
and depersonalization and derealization.
Armstrong et al. (1997) examined the psychometric properties of the A-DES among 102
adolescents (73 inpatients, 12 outpatients, 17 youths with learning and emotional disorders) aged
12-18 years. The Spearman-Brown split-half reliability was reported at .92. Cronbach’s alpha
coefficient for the measure was .93 and the subscale alphas ranged from .72-.85, indicating good
overall internal consistency and subscale internal consistency. Scores did not vary based on
demographic variables such as age, ethnicity, and gender. However, youths with no history of
maltreatment scored significantly lower than youths with a history of physical or sexual
maltreatment. Additionally, youth who met criteria for dissociative disorder scored higher in all
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other diagnostic categories with the exception of adolescents diagnosed with a psychotic disorder
(Armstrong et al., 1997).
Farrington et al. (2001) examined the internal reliability and factor structure of the ADES using a sample of 768 non-clinical youths aged 11-16 years from the United Kingdom.
They found a Cronbach’s alpha of .94 and a Spearman-Brown value of .90, indicating good
internal reliability and split-half reliability. No significant age or gender differences were found.
Smith and Carlson (1996) examined the reliability and construct validity using a nonclinical sample of 60 high-school youths aged 12-17 years and 46 college students aged 18-21
years. The total mean scores were 2.24 for high school students and .78 for college students.
Subscale mean scores ranged from 1.87-2.75. Two-week test-retest reliability estimates were
good (.77) for high school students. Cronbach’s alpha for the sample was .92 for the total scale,
suggesting good internal consistency, as well as moderate to good internal consistency for the
subscales. Specifically, Cronbach’s alpha for the absorption subscale was .64, the
depersonalization/derealization subscale was .83, and the passive influence subscale was .77
(Smith & Carlson, 1996). Spearman-Brown for the measure was also reported to be .94,
suggesting acceptable split-half reliability. Concurrent validity was assessed by comparing
responses of the college-aged participants on the A-DES to the Dissociative Experiences Scale
and found good concurrent validity (r = .77) (Carlson & Putnam, 1993).
Another study examined subscale norms and the reliability of the A-DES among 331
non-clinical adolescents aged 12-18 years (mean, 14.7 years) (Muris et al., 2003). The mean ADES total score was 1.27 and with mean subscale scores of 1.79 for absorption/imaginative
involvement, 1.58 for passive influence, 1.36 for dissociative amnesia, and .82 for
depersonalization/derealization. Cronbach’s alpha was .93, suggesting good internal consistency,
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and A-DES scores were unrelated to demographic variables such as gender and age.
Additionally, A-DES scores were significantly associated with PTSD symptoms and other
anxiety disorder symptoms. The correlation between the A-DES with other similar measures
ranged from 0.21 – 0.65 (Muris et al., 2003). Specifically, A-DES total scores were significantly
correlated with symptoms of PTSD (r = .42), symptoms of other anxiety disorders (r = .21 - .51),
and with symptoms of fantasy/imagination (r = .65) (Muris et al., 2003).
Keck Seeley et al. (2004) examined the reliability and construct validity of the A-DES
among 65 female youths aged 11-18 years. They found that the A-DES significantly
discriminated between adolescents with PTSD and adolescents without PTSD, with a specificity
of 68% and a sensitivity of 87%. Convergent validity was assessed by comparing scores to
therapist ratings of dissociative symptoms. The A-DES was positively correlated with parents’
behavioral ratings on the CBCL (r = .41, p < .0008) and therapist’s ratings of adolescent’s
dissociative symptoms (r = .55, p < .004), suggesting good convergent validity (Keck Seely et
al., 2004). Their results suggested that an A-DES Total score of .80 was ideal for discriminating
between nonclinical and sexually maltreated adolescents in counseling. However, A-DES total
scores did not significantly differentiate maltreated youths with PTSD from maltreated youths
with other disorders. An A-DES Total score of 1.83 was found to be ideal for determining
adolescents who dissociate compared to those who do not dissociate or only occasionally
dissociate. They found a Cronbach alpha coefficient of .94, suggesting good internal consistency.
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Posttraumatic Cognitions Inventory (PTCI)
The PTCI (Foa et al., 1999) is a 36-item self-report questionnaire that measures traumarelated thoughts and beliefs. Each item is rated on a 7-point Likert-type scale ranging from 1
(totally disagree) to 7 (totally agree). The PTCI yields a total negative cognitions score as well as
3-factor scores: Negative cognitions about self, Negative cognitions about the world, and Selfblame. No age requirements have been developed for this measure.
Foa et al. (1999) examined the psychometric properties of the PTCI among 601 adult
volunteers (392 participants had experienced a traumatic event and 170 participants had
moderate to severe PTSD). Foa et al. (1999) reported high internal consistency for the overall
measure (total score Cronbach’s alpha = .97) as well as for each individual factor scale
(Cronbach’s alpha’s = .86 - .97). Test-retest reliability after a one-week interval was .74 - .89 and
.80 - .86 after a 3-week interval. The PTCI also demonstrated convergent validity with two other
scales that measure trauma-related cognitions. All three PTCI scales, as well as the total score,
were significantly correlated with PTSD severity, depression, and general anxiety. Furthermore,
traumatized individuals scored significantly higher on the PTCI than non-traumatized individuals
(Foa et al., 1999).
Beck et al. (2004) examined the factor structure, internal consistency, and discriminant
validity of the PTCI among 112 individuals who had experienced a severe motor vehicle
accident. Their results found the 3-factor structure of the PTCI reported by Foa et al. (1999) and
revealed similar internal consistencies (total score Cronbach’s alpha = .93, factor scales
Cronbach’s alpha’s = .81 - .93). The PTCI total score and scores on the negative cognitions
about self and negative cognitions about the world subscales significantly discriminated
individuals with PTSD from those without the disorder (Beck et al., 2004).
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More recently, Müller et al. (2010) examined the psychometric properties of the PTCI in
a German population using a sample of 213 persons with accident-related trauma and 190
persons with interpersonal trauma. The authors found high internal consistency (Cronbach's
alpha total scale = .95 and subscales ranged from .77 - .83) (Müller et al., 2010). The PTCI was
found to have a Spearman rho correlation of .83 for the total measure and ranged from .73 - .83
for the subscales (Müller et al., 2010). Negative cognitions of self, negative cognitions of the
world, and the PTCI total score were all moderately to highly correlated suggesting good
convergent validity (Müller et al., 2010). However, correlations were lower between self-blame
and psychopathy measures and between the PTCI scores and severity ratings (Müller et al.,
2010). The authors found good discriminative validity, with all three subscales classifying 76.2
percent of the sample as PTSD or no-PTSD (Müller et al., 2010). Specificity of the measure was
recorded to be .85 and sensitivity of the measure was reported at .62 (Müller et al., 2010).
Children’s PTSD Inventory (CPTSD-I)
The CPTSD-I (Saigh et al., 1998) is a semi-structured interview assessing PTSD
symptoms and trauma history in youths aged 7-18 years (Saigh et al., 2000). Test items
correspond to DSM-IV-TR PTSD diagnostic criteria and youth responses are scored on a
dichotomous scale (0 for absence of symptom and 1 for presence of symptom) on 5 subtests. The
first subtest (2 questions) assesses exposure to a traumatic incident and situational reactivity
during stress exposure. The second subtest (11 questions) assesses re-experiencing symptoms.
The third subtest (16 questions) assesses avoidance and numbing symptoms. The fourth subtest
(7 questions) assesses increased arousal, and the fifth subtest (5 questions) assesses level of
distress (Saigh et al., 2000). The CPTSD-I also evaluates the duration of distress for each
symptom endorsed. The CPTSD-I yields 1 of 5 possible diagnoses: PTSD Negative, Acute
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PTSD, Chronic PTSD, Delayed Onset PTSD, and No Diagnosis (applies to youths who do not
acknowledge experiencing a trauma despite evidence to the contrary; Saigh et al., 2000). The
present study utilized participants’ scores on the re-experiencing, avoidance, and hyperarousal
subtests. These clusters and their associated diagnostic requirements are consistent across the
DSM-IV-TR and the DSM-V.
Members of the DSM-IV PTSD Work Group assessed the content validity of the
CPTSD-I. Agreement between CPTSD-I items and the DSM-IV PTSD diagnostic criteria were
independently rated using 0 – 100-point Likert-type scale (0 = lowest correspondence and 100 =
highest correspondence). Mean subtest ratings were 86.7 for the Situational Reactivity subtest
and 90 for other subtests, thus indicating a high degree of correspondence between the CPTSD-I
and the DSM-IV PTSD diagnostic criteria (Saigh et al., 2000).
The CPTSD-I also demonstrates excellent estimates of internal consistency, interrater
reliability, and test-retest reliability. Saigh et al. (2000) reported a 98.1% interrater agreement
and a Cohen’s kappa of .96 at the diagnostic level, indicating robust diagnostic agreement
between raters. Additionally, the re-experiencing, avoidance, hyper-arousal, and distress subtests
yielded excellent estimates of interrater reliability (Cohen’s kappa’s of .84-1.00). Moderate to
high internal consistencies were found for all subtests (.53-.89), and the authors observed high
internal consistency for overall diagnosis (.95). The CPTISD-I was also yielded excellent
estimates of test-retest reliability. A 97.6% agreement was found at the diagnostic level (Cohen’s
kappa = .91) and the individual subtests demonstrated test-retest reliability estimates ranging
from .78-1.00. (Saigh et al., 2000).
Yasik et al. (2001) evaluated the CPTSD-I’s validity among traumatized and nontraumatized youths aged 7-18 years (mean age 13.4 years). The CPTSD-I exhibited high
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concurrent validity with 3 well-established criterion measures: clinician-derived diagnosis,
Diagnostic Interview for Children and Adolescents-revised PTSD module, and Structured
Clinical Interview for DSM PTSD module. Moderate to high Pearson product-moment
correlation coefficients with the CPTSD-I were observed for sensitivity (.87-1.00), specificity
(.92-.99), positive predictive power (.65-.96), negative predictive power (.95-1.00), and
diagnostic efficiency (.93-.95) (Yasik et al., 2001).
The authors also evaluated convergent and discriminant validity of the CPTSD-I with the
Revised Children’s Manifest Anxiety Scale (RCMAS) (Reynolds & Richmond, 1978), the
Children’s Depression Inventory (CDI) (Kovacs, 1992), and the Junior Eysenck Personality
Inventory (JEPI) (Eysenck, 1963). Reported symptoms on the CPTSD-I were significantly
correlated with symptom endorsement on the RCMAS and CDI, whereas symptoms from the
CPTSD-I and JEPI extraversion scale were not significantly correlated, which suggests the
CPTSD-I possesses solid convergent and discriminant validity (Yasik et al., 2001).
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Procedure
Procedures were in accordance with the University of Nevada, Las Vegas (UNLV) and
Department of Family Services (DFS) policies regarding research with human participants. The
UNLV Office for the Protection of Research Subjects, Institutional Review Board (IRB), Social
and Behavioral Sciences committee approved amended protocol # 710923-7 on 2/8/2019. An
approved contract by UNLV and DFS was also in accordance with state and county laws
regarding the treatment of children in protective custody. Participants for the present study were
recruited through DFS-related sites in Las Vegas, which refer maltreated youths to the offices of
a licensed clinical psychologist for a comprehensive psychological assessment. All measures
used were part of DFS’s standard mental health evaluation, such that the clinician or graduate
student conducting the assessment completed a summary report detailing diagnostic findings,
clinical impressions, and further assessment/treatment recommendations for each participant.
Assessments did not require parental permission given youths’ status in DFS custody.
Youth assent was also not required, as the present study involves secondary analysis of measures
conducted as part of a routine agency procedure. Participant data used in this study were deidentified prior to analysis by graduate students and replaced with a code of letters and numbers
to maintain anonymity. De-identified data was then stored in a locked filing cabinet in a secure
university lab.
The assessment process was conducted in a confidential environment without DFS
personnel. Participants aged 11 years or younger completed a self-report demographic/
information form and the PTCI and participants aged 12 years or older completed a self-report
demographic/information form, the PTCI, and the A-DES. Self-report measures for the proposed
study took approximately 30 minutes to complete. Participating youths were encouraged to take
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breaks during the assessment process and mental health providers (i.e., doctoral student or postdoctoral intern) were available on-site to support participants who expressed discomfort or
emotional distress during the assessment process. Participants were reminded that they may ask
questions throughout the evaluation and are encouraged to share their feelings. Additionally,
youths were instructed that they are not required to answer any questions that make them feel
uncomfortable, and that they would incur no repercussions if they opt not to respond.
Appropriate actions were taken if a youth expresses an intent to harm oneself or others.
Participating youths were routinely referred for therapy or therapeutic services following the
assessment process.
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Data Analyses
Hypothesis 1: Adolescent Dissociative Experiences Scale (A-DES)
Hypothesis 1 was that the factor structure of the A-DES in the present sample of
maltreated youth would differ from factors found in the original normative sample and in
samples from related studies. Confirmatory factor analyses (CFA) were used to examine the
factorial structure of the A-DES. CFA were conducted on research models based on previous
literature. Then, a classic item analysis was performed and items with an item test correlation
lower than 0.3 were eliminated. The internal consistency of the total A-DES score and its factors
were obtained through Cronbach's alpha coefficient, where α values ≥ .70 were considered
acceptable. A new model was formed using the remaining factors and items. CFA were
conducted on the new model.
The same statistics were used for each CFA on all models. The polychoric correlation
matrix was analyzed using weighted least squares (WLS) to confirm the parameters of the
different models. The Satorra-Bentler scaled χ² (S-Bχ²) was used. Goodness-of-fit indexes were
calculated including the Robust Root Mean Square Error of Approximation (R-RMSEA), the
Standardized Root Mean Square Residual (SRMR), the Robust Comparative Fit Index (R-CFI)
and the Tucker-Lewis Index (TLI) (Brown, 2006; Hu & Bentler, 1999).
Next, the configural measurement and structural invariance were tested using a
Multigroup Confirmatory Factorial Analysis (MGCFA). A MGCFA was performed on the new
model of the A-DES across gender and age. Several hierarchical steps were followed based on
the existing literature (Byrne, 2008a, 2008b; Liu et al., 2015; Samuel et al., 2015). The S-Bχ²
was used. The goodness-of-fit indices explained before were used in addition to the adjusted
Satorra-Bentler Chi-square difference (ΔS-Bχ2) and the ΔCFI. Finally, the latent means
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differences across gender and age were analyzed by the Critical Ratio statistic (CR) and results >
1.96 or < -1.96 the estimation of equality were rejected (Tsaousis & Kazi, 2013).
The Pearson product moment correlation coefficient was used to obtain the correlations
between the different factors of the A-DES. The interpretation of these results was discussed
according to the criteria proposed by Cohen (1988) regarding the magnitude of the effect sizes (≥
.10 - < .30 = low magnitude; ≥ .30 - < .50 = moderate magnitude; ≥ .50 = high magnitude).
Statistical analyses were calculated using SPSS 22 and EQS 6.1.
Hypothesis 2: Posttraumatic Cognitions Inventory (PTCI)
Hypothesis 2 was that the factor structure of the PTCI in the present sample of maltreated
youth would differ from factors found in the original normative sample and in samples from
related studies. Confirmatory factor analyses (CFA) were used to examine the factorial structure
of the PTCI. CFA were conducted on research models based on previous literature. Then, a
classic item analysis was performed and items with an item test correlation lower than 0.3 were
eliminated. The internal consistency of the total PTCI score and its factors were obtained through
Cronbach's alpha coefficient, where α values ≥ .70 were considered acceptable. A new model
was formed using the remaining factors and items. CFA were conducted on the new model.
The same statistics were used for each CFA on all models. The polychoric correlation
matrix was analyzed using weighted least squares (WLS) to confirm the parameters of the
different models. The Satorra-Bentler scaled χ² (S-Bχ²) was used. Goodness-of-fit indexes were
calculated including the Robust Root Mean Square Error of Approximation (R-RMSEA), the
Standardized Root Mean Square Residual (SRMR), the Robust Comparative Fit Index (R-CFI)
and the Tucker-Lewis Index (TLI) (Brown, 2006; Hu & Bentler, 1999).
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Next, the configural measurement and structural invariance were tested using a
Multigroup Confirmatory Factorial Analysis (MGCFA). A MGCFA was performed on the new
model of the PTCI across gender and age. Several hierarchical steps were followed based on the
existing literature (Byrne, 2008a, 2008b; Liu et al., 2015; Samuel et al., 2015). The S-Bχ² was
used. The goodness-of-fit indices explained before were used in addition to the adjusted SatorraBentler Chi-square difference (ΔS-Bχ2: p > .05) and the ΔCFI (ΔCFI <.01). Finally, the latent
means differences across gender and age were analyzed by the Critical Ratio statistic (CR) and
results > 1.96 or < -1.96 the estimation of equality were rejected (Tsaousis & Kazi, 2013).
The Pearson product moment correlation coefficient was used to obtain the correlations
between the different factors of the PTCI. The interpretation of these results was discussed
according to the criteria proposed by Cohen (1988) regarding the magnitude of the effect sizes (≥
.10 - < .30 = low magnitude; ≥ .30 - < .50 = moderate magnitude; ≥ .50 = high magnitude).
Statistical analyses were calculated using SPSS 22 and EQS 6.1.
Hypothesis 3: Predictors of PTSD symptom clusters
Hypothesis 3 was that factors identified in the present sample for the A-DES and PTCI
would serve as better predictors of these PTSD symptom clusters in maltreated youth than
factors identified in previous studies with other samples of traumatized youth. Linear
hierarchical regression analyses were used to test each model presented in the literature as well
as our defined model for both the A-DES and PTCI in the present study. As mentioned,
Hypothesis 3 was that the factors identified in the present sample for the A-DES and PTCI would
serve as better predictors of these PTSD symptom clusters in maltreated youth than factors
identified in previous studies with other samples of traumatized youth. Hypothesis 3 was tested
because unique factors were derived following evaluation of Hypotheses 1 and 2. Regression
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analyses demonstrated how each model (previous models and our new models) predicted DSMIV PTSD symptom clusters (re-experiencing, avoidance, and hyperarousal) among maltreated
youth. Comparisons of regression outputs relied on standardized beta coefficients and model p
values.
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CHAPTER 4
RESULTS
Hypothesis 1: Adolescent Dissociative Experiences Scale (A-DES)
Hypothesis 1 was that the factor structure of the A-DES in the present sample of
maltreated youth would differ from factors found in the original normative sample and in
samples from related studies.
Classic item analysis and reliability. A-DES item means in the present sample ranged
from 1.41 (item 15) to 3.53 (item 7). The standard deviation ranged from 2.45 (item 13) to 5.09
(item 9). The item-test correlation coefficients ranged from .38 (item 1) to .77 (items 16 and 21).
No items were deleted at this step for the purpose of improving reliability because all items
obtained an item-test correlation coefficient greater than .30. The internal consistency
coefficients (Cronbach’s alpha) between each factor and the total score of the measure were .76
(Factor 2), .76 (Factor 3), .78 (Factor 4), and .80 (Factor 1). Items with α values < .70 were
removed and a new model was formed using the remaining factors and items. In total, 12 items
from the original 30-item model were removed in the present model and 18 items were retained
(Tables 5 and 6). The A-DES model derived from the present sample was thus composed of 4
factors and 18 items with no items moved between factors and no new items added.
The first factor, Dissociative Amnesia, was composed of items 8, 12, 15, 22, and 27. The
present model removed 2 items from the original model’s first factor: item 2 (I get back tests or
homework that I don’t remember doing) and item 5 (People tell me I do or say things that I don’t
remember doing or saying). No items were added or moved to the first factor in the present
model.
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The second factor, Absorption and Imaginative Involvement, was composed of items 1,
7, 10, 18, and 24. The present model removed 1 item from the original model’s second factor,
item 28 (I get so wrapped up in my toys or stuffed animals that they seem alive). No items were
added or moved to the second factor in the present model.
The third factor, Passive Influence, was composed of items 16, 19, and 23. The present
model removed 2 items from the original model’s third factor: item 4 (I can do something really
well one time and then I can’t do it at all another time), item 14 (I find myself going somewhere
or doing something and I don’t know why). No items were added or moved to the third factor in
the present model.
The fourth factor, Depersonalization and Derealization, was composed of items 3, 21, 9,
13, and 25. The present model removed 7 items from the original model’s fourth factor: items 6
(I feel like I’m in a fog or spaced out and things around me seem unreal), 11 (I am so good at
lying and acting that I believe it myself), 17 (I find that I can make physical pain go away), 20
(people tell me that I sometimes act so differently that I seem like a different person), 26 (My
relationships with my family and friends change suddenly and I don’t know why), 29 (I feel like
there are different people inside of me), and 30 (My body feels as if it doesn’t belong to me). No
items were added or moved to the fourth factor in the present model.
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Table 5
Summary of Items Removed in the Present Sample A-DES Model
Factor
F1 Dissociative Amnesia

Items Removed
2. I get back tests or homework that I don’t remember
doing.
5. People tell me I do or say things that I don’t
remember doing or saying.

F2 Absorption & Imaginative

28. I get so wrapped up in my toys or stuffed animals

Involvement

that they seem alive.

F3 Passive Influence

4. I can do something really well one time and then I
can’t do it at all another time.
14. I find myself going somewhere or doing something
and I don’t know why.

F4 Depersonalization &

6. I feel like I’m in a fog or spaced out and things

Derealization

around me seem unreal.
11. I am so good at lying and acting that I believe it
myself.
17. I find that I can make physical pain go away.
20. people tell me that I sometimes act so differently
that I seem like a different person.
26. My relationships with my family and friends
change suddenly and I don’t know why.
29. I feel like there are different people inside of me.
30. My body feels as if it doesn’t belong to me.
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Table 6
Summary of Items Retained in the Present Sample A-DES Model
Factor

Items Retained

F1 Dissociative

8. I look at the clock and realize that time has gone by and I can’t

Amnesia

remember what has happened.
12. I catch myself “waking up” in the middle of doing something.
15. I find myself someplace and don’t remember how I got there.
22. I find writings, drawings, or letters that I must have done but I
can’t remember doing.
27. I feel like my past is a puzzle and some of the pieces are missing.

F2 Absorption &

1. I get so wrapped up in watching TV, reading, or playing video

Imaginative

games that I don’t have any idea what’s going on around me.

Involvement

7. I get confused about whether I have done something or only
thought about doing it.
10. When I am somewhere that I don’t want to be, I can go away in
my mind.
18. I can’t figure out if things really happened or if I only dreamed or
thought about them.
24. I find that I can’t tell whether I am just remembering something
or if it is actually happening to me.

F3 Passive Influence

16. I have thoughts that don’t really seem to belong to me.
19. I find myself doing something that I know is wrong, even when I
really don’t want to do it.
23. Something inside of me seems to make me do things that I don’t
want to do.

F4 Depersonalization

3. I have strong feelings that don’t seem like they are mine.

& Derealization

9. I hear voices in my head that are not mine.
13. I don’t recognize myself in the mirror.
21. It feels like there are walls inside of my mind.
25. I find myself standing outside of my body, watching myself as if I
were another person.
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Correlation coefficients between the different factors of the present sample A-DES and
the total score of the scale were statistically significant (Table 7). The correlation coefficients
were positive and of high magnitude in all cases. Values ranged from .60 between the fourth
factor (Passive Influence) and the second factor (Absorption and Imaginative Involvement) to
.92 between the first factor (Dissociative Amnesia) and the total score of the A-DES.

Table 7
Correlations between factors and ADES total scores
Factor

Total Score

F1

F2

F1 Dissociative Amnesia

.92*

F2 Absorption & Imaginative Involvement

.88*

.80*

F3 Passive Influence

.85*

.70*

.69*

F4 Depersonalization & Derealization

.87*

.72*

.60*

F3

.70*

Note. Correlation is significant at the p < .001 level.

Confirmatory factor analysis. The present sample A-DES model obtained the best
goodness-of-fit scores on all indices compared to models based on previous literature (Table 8).
The new model demonstrated acceptable goodness-of-fit indices (RMSEA = .033; SRMR =
.045; R-CFI = .971; TLI = .965). The present sample A-DES model was the only model to obtain
acceptable R-RMSEA (< .05), R-CFI (> .90), and TLI scores (> .90).
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Table 8
CFA goodness-of-fit indexes for the ADES models
S-Bχ²

df

R-RMSEA 90% CI

SRMR

R-CFI

Model 1- 1 factor

786.1445

Model 2- 3 factors

TLI

405

.058 [.052, .064]

.062

.847

.836

704.8000

402

.052 [ .046, .058]

.060

.879

.869

Model 3- 4 factors

738.2138

399

.055 [.049, .061]

.062

.864

.852

Own model

165.2204

127

.033 [ .016, .046]

.045

.971

.965

Note. Model 1: Farrington et al., 2001; Muris et al., 2003; Soukup et al., 2010; Schimmenti et al., 2016a,b;
Tolumunen et al., 2007; Model 2: Kerig et al., 2016; Yoshizumi et al., 2010; Model 3: Armstrong et al., 1997; De
Pasquale et al., 2016; Smith & Carlson, 1996; Zoroglu et al., 2002; Own model: proposed based on the present
sample. S-Bχ² = Satorra-Bentler scaled χ²; df = degrees of freedom; R-RMSEA = robust root mean square error
of approximation; CI = confidence interval; SRMR = standardized root mean square residual; R-CFI = robust
comparative fit index; TLI= Tucker Lewis Index.

Invariance across gender and age. Invariance was established to determine whether the
present sample A-DES factor structure was equivalent for both boys and girls and across all ages.
Invariance across gender and age was examined using configural, metric, measurement
(strong/scalar, and strict), and structural invariance of the new model (Tables 9 and 10). The
invariance of the A-DES was established via a stepwise hierarchical method in which different
restrictions were imposed on the obtained baseline model (referred to as Model 0). The
invariance was established in 4 hierarchical steps which are referred to as Models 1, 2, 3, and 4
to represent each subsequent restriction that was imposed. In all cases, variances and covariances
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were equivalent between the models with no significant values for the Satorra-Bentler χ² scaled
(ΔS-Bχ²; p > .05). The ΔCFI values were lower than .01 in all cases.
Configural invariance. Configural invariance (or pattern invariance) first requires a
baseline model in which the factor structure of the configural model is similar among the gender
and age groups without establishing equality constraints. The present sample A-DES baseline
model with no constraints (Model 0) was established and revealed adequate goodness-of-fit for
both gender (TLI = .931; R-CFI = .943; R-RMSEA = .032; and SRMR = .065) and age (TLI =
.950; R-CFI = .958; R-RMSEA = .028; and SRMR = .058).
Metric invariance. Metric invariance (Model 1) was obtained by constraining the factor
loadings of Model 0 across gender and age. Similarly, adequate goodness-of-fit indices were
obtained for gender (TLI = .940; R-CFI = .948; R-RMSEA = .030; and SRMR = .069) and age
(TLI = .952; R-CFI = .958; R-RMSEA = .027; and SRMR = .073).
Measurement invariance. Strong (or scalar) measurement invariance (Model 2) was
obtained by constraining factor loadings and intercepts of the variables across gender and age.
Again, adequate goodness-of-fit indices were obtained for gender (TLI = .929; R-CFI = .942; RRMSEA = .030; and SRMR = .069) and age (TLI = .943; R-CFI = .952; R-RMSEA = .028; and
SRMR = .073).
A chi-square difference test was then performed on the preceding model and the strict
measurement invariance (Model 3) was obtained by constraining factor variances and error
variances. This model also demonstrated adequate goodness-of-fit indices for gender (TLI =
.931; R-CFI = .942; R-RMSEA = .029; and SRMR = .077) and age (TLI = .939; R-CFI = .948;
R-RMSEA = .028; and SRMR = .074).
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Structural invariance. Finally, in Model 4, structural invariance was calculated by
setting the variance of the factors and equalizing their covariances in Model 2. This model also
demonstrated adequate goodness-of-fit for gender (TLI = .929; R-CFI = .939; R-RMSEA = .030;
and SRMR = .074) and age (TLI = .949; R-CFI = .955; R-RMSEA = .026; and SRMR = .076).

71

Table 9
Goodness-of-fit indices for the ADES for gender
χ2

S-Bχ²

df

Girls

296.175

172.0221

127

.946

Boys

254.110

152.8802

127

.902

Model 0

550.285

325.2464

254

Model 1

557.908

332.9591

Model 2

576.793

Model 3
Model 4

TLI R-CFI
.955

R-RMSEA

SRMR ΔS-Bχ² (Δdf, p) ΔCFI

.045 [.026, .061]

.057

.919

.044 [.000, .068]

.073

.931

.943

.032 [.020, .041]

.065

268

.940

.948

.030 [.017, .039]

.069

5.52 (14, .977)

355.6204

286

.929

.942

.030 [.018, .039]

.069

22.96 (18, .192) -.006

672.832

378.7711

306

.931

.942

.029 [.018, .038]

.077

24.10 (20, .238)

592.746

367.4190

296

.929

.939

.030 [.018, .039]

.074

11.67 (10, .308) -.003

.005

.000

Note. Model 0 = Free model; Model 1 = Model 0 with factor loadings; Model 2 = Model 1 with intercepts; Model 3 = Model
2 with error variances; Model 4 = Model 2 with variances and covariance factors; S-Bχ2 = Satorra-Bentler χ2 scaled; df =
degrees of freedom; TLI = tucker-lewis index; RCFI = robust comparative fit index; RRMSEA = robust root mean square
error of approximation; SRMR = standardized root mean square residual; ΔCFI = comparative fit index difference test; ΔSBχ² = χ² difference model comparison test; Δdf: difference between degrees of freedom.

72

Table 10
Goodness-of-fit indexes for the ADES for age
χ2

S-Bχ²

df

TLI

R-CFI

11-14 years

297.493

166.1282

127

.930

15-18 years

217.040

140.9433

127

Model 0

514.533

308.9682

Model 1

533.574

Model 2

ΔS-Bχ² (Δdf, p) ΔCFI

R-RMSEA

SRMR

.942

.046 [.023, .064]

.062

.974

.978

.029 [.000, .053]

.053

254

.950

.958

.028 [.014, .038]

.058

322.6919

268

.952

.958

.027 [.013, .037]

.073

13.23 (14, .509)

552.257

343.6521

286

.943

.952

.028 [.015, .038]

.073

20.43 (18, .309) -.006

Model 3

595.821

368.4346

306

.939

.948

.028 [.016, .038]

.074

24.71 (20, .213) -.004

Model 4

565.508

349.5748

296

.949

.955

.026 [.013, .036]

.076

6.89 (10, .736)

.000

.003

Note. Model 0 = Free model; Model 1 = Model 0 with factor loadings; Model 2 = Model 1 with intercepts; Model 3 = Model 2
with error variances; Model 4 = Model 2 with variances and covariance factors; S-Bχ2 = Satorra-Bentler χ2 scaled; df = degrees
of freedom; TLI = Tucker-Lewis index; R-CFI = robust comparative fit index; R-RMSEA = robust root mean square error of
approximation; SRMR = standardized root mean square residual; ΔCFI = comparative fit index difference test. ΔS-Bχ² = χ²
difference model comparison test; Δdf: difference between degrees of freedom.

Latent mean differences across gender and age. Latent mean comparisons were
computed across gender and age (Table 11). To compare gender differences, girls were the
gender reference group. To compare age differences, youth aged 11-14 years were the age
reference group.
Optimal goodness-of-fit indices were obtained for both groups across gender (χ =
2

570.023, df = 282, p < .000; R-CFI = .943; R-RMSEA = .029; CI = .017 - .039; and SRMR =
.069) and age (χ = 568.339, df = 282, p < .000; R-CFI = .951; R-RMSEA = .031; CI = .019-.040;
2

and SRMR = .073). No statistically significant differences were found across gender and age.
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Table 11
Latent means differences in the ADES across gender and age groups
ADES factors
Factor 1.

Factor 2.

Factor 3.

Factor 4.

Dissociative

Absorption &

Passive

Depersonalization &

Amnesia

Imaginative

Influence

Derealization

Involvement
Girls (reference)
Boys
Mean estimate (ME)

-.505

-.319

-.205

-.423

Standard error (SE)

.280

.164

.314

.289

Critical Ratio (CR)

-1.805

-1.947

-.652

-1.465

ME

-.082

.040

.057

.367

SE

.280

.149

.317

.296

CR

-.294

.271

.180

1.237

11-14 years (reference)
15-18 years

Hypothesis 2: Posttraumatic Cognitions Inventory (PTCI)
Hypothesis 2 was that the factor structure of the PTCI in the present sample of maltreated
youth would differ from factors found in the original normative sample and in samples from
related studies.
Classic item analysis and reliability. Item means in the present sample ranged from
2.00 (item 3) to 4.62 (item 10). Standard deviations ranged from 1.68 (item 30) to 2.30 (item 8).
Item-test correlation coefficients range from .31 (item 19) to .75 (item 33). No items were
deleted at this step for the purpose of improving reliability because all items obtained a
correlation coefficient greater than .30. The internal consistency coefficients (Cronbach’s alpha)
between each factor and the total score of the measure were .77 (Factor 3), .87 (Factor 2), and
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.92 (Factor 1). Items with α values < .70 were removed and a new model was formed using the
remaining factors and items. In total, 14 items from the original 36-item model were removed in
the present model and 22 items were retained (Tables 12 and 13). The PTCI model derived from
the present sample was thus composed of 3 factors and 22 items with no items moved between
factors and no new items added.
The first factor, Negative Cognitions about Self, was composed of items 3, 5, 6, 9, 20, 21,
28, 29, 30, and 33. The present model removed 14 items from the original model’s first factor:
items 2 (I can’t trust that I will do the right thing), 4 (I will not be able to control my anger and
will do something terrible), 12 (I am inadequate), 13 (I will not be able to control my emotions,
and something terrible will happen), 14 (If I think about an event, I will not be able to handle it),
16 (My reactions since the event that I am going crazy), 17 (I will never be able to feel normal
emotions again), 24 (I feel isolated and set apart from others), 25 (I have no future), 26 (I can’t
stop bad things from happening to me), 32 (I will not be able to tolerate my thoughts about the
event, and I will fall apart), 34 (You never know when something terrible will happen), 35 (I
can’t rely on myself), and 36 (Nothing good can happen to me anymore). No items were added
or moved to the first factor in the present model.
The second factor, Negative Cognitions about the World, was composed of items 7, 8, 10
11, 18, 23, and 27. No items from the original model’s second factor were removed in the
present model. No items were added or moved to the second factor in the present model.
The third and final factor, Self-Blame, was composed of items 1, 15, 19, 22, and 31. No
items from the original model’s third factor were removed in the present model. No items were
added or moved to the third factor in the present model.
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Table 12
Summary of Items Removed in the Present Sample PTCI Model
Factor
F1 Negative Cognitions about Self

Items Removed
2. I can’t trust that I will do the right thing.
4. I will not be able to control my anger and will do
something terrible.
12. I am inadequate.
13. I will not be able to control my emotions, and
something terrible will happen.
14. If I think about an event, I will not be able to
handle it.
16. My reactions since the event that I am going crazy.
17. I will never be able to feel normal emotions again.
24. I feel isolated and set apart from others.
25. I have no future.
26. I can’t stop bad things from happening to me.
32. I will not be able to tolerate my thoughts about the
event, and I will fall apart.
34. You never know when something terrible will
happen.
35. I can’t rely on myself.
36. Nothing good can happen to me anymore.
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Table 13
Summary of Items Retained in the Present Sample PTCI Model
Factor

Items Retained

F1 Negative Cognitions about

3. I am a weak person.

Self

5. I can’t deal with even the slightest upset.
6. I used to be able to be a happy person but now I am always
miserable.
9. I feel dead inside.
20. I have permanently changed for the worse.
21. I feel like an object, not like a person.
28. My life has been destroyed by the trauma.
29. There is something wrong with me as a person.
30. My reactions since the event show that I am a lousy coper.
33. I feel like I don’t know myself anymore.

F2 Negative Cognitions about

7. People can’t be trusted.

the World

8. I have to be on guard all the time.
10. You can never know who will harm you.
11. I have to be especially careful because you never know
what can happen next.
18. The world is a dangerous place.
23. I can’t rely on other people.
27. People are not what they seem.

F3 Self-Blame

1. The event happened because of the way I acted.
15. The event happened to me because of the sort of person I
am.
19. Somebody else would have stopped the event from
happening.
22. Somebody else would not have gotten into this situation.
31. There is something about me that made this event happen.
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The correlation coefficients between the different factors of the PTCI and the total score
of the scale were statistically significant (Table 14). The correlation coefficients were positive
and of a medium to high magnitude in all cases. Values ranged from .53 between the third factor
(Self-Blame) and the second factor (Negative Cognitions about the World), to .91 between the
first factor (Negative Cognitions about Self) and the total score of the PTCI.

Table 14
Correlations between factors and PTCI total scores
Factor

Total Score

F1

Factor 1 Negative Cognitions About Self

.91*

Factor 2 Negative Cognitions About the World

.84*

.60*

Factor 3 Self-Blame

.80*

.66*

F2

.53*

Note. Correlation is significant at the p < .01 level.

Confirmatory factor analysis. All models tested supported a three-factor structure of the
PTCI (Table 15). The present sample PTCI model obtained the best goodness-of-fit scores on all
indices compared to models based on previous literature. The new model reached satisfactory
scores for all goodness-of-fit indices (R-RMSEA = .047; SRMR = .055; R-CFI = .953; and TLI
= .946). The new model was the only model to obtain an acceptable R-RMSEA score (< .05).
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Table 15
CFA goodness-of-fit indexes for the PTCI models
S-Bχ²

df

R-RMSEA 90% CI

SRMR

R-CFI

TLI

823.4483

492

.052 [.046, .058]

.063

.898

.891

Model 2 (2004; 2011)

643.3790

374

.054 [.047, .061]

.064

.904

.896

Model 3 (2008)

639.1838

374

.054 [ .046, .061]

.064

.903

.894

Model 4 (2010)

614.3467

374

.051 [ .044, .058]

.062

.912

.905

Model 5 (2017)

550.0451

321

.054 [ .046, .061]

.064

.908

.899

Own model

308.3703

200

.047 [ .036, .057]

.055

.953

.946

Model 1 (1999; 2006;
2013)

Note. Model 1: Foa et al., 1999; van Emmerik et al. 2006; Gülleç et al., 2013; Model 2: Beck et al., 2004; DaieGabai et al., 2011; Model 3: Sue et al., 2008; Model 4: Müller et al., 2010; Model 5: Andreu et al. 2017; Own
model: proposed based on the present sample. S-Bχ² = Satorra-Bentler scaled χ²; df = degrees of freedom; RRMSEA = robust root mean square error of approximation; CI = confidence interval; SRMR = standardized root
mean square residual; R-CFI = robust comparative fit index; TLI= Tucker Lewis Index.

Invariance across gender and age. Invariance was established to determine whether the
present sample PTCI factor structure was equivalent for both boys and girls and across all ages.
Invariance across gender and age was examined using configural, metric, measurement
(strong/scalar, and strict), and structural invariance of the new model (Tables 16 and 17). The
invariance of the PTCI was established via a stepwise hierarchical method in which different
restrictions were imposed on the obtained baseline model (referred to as Model 0). The
invariance was established in 4 hierarchical steps which are referred to as Models 1, 2, 3, and 4
to represent each subsequent restriction that was imposed. In all cases, variances and covariances
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were equivalent between the models with no significant values for the Satorra-Bentler χ² scaled
(ΔS-Bχ²; p > .05). The ΔCFI values were lower than .01 in all cases.
Configural invariance. Configural invariance (or pattern invariance) is the baseline
model in which the factor structure (or the pattern of fixed and free parameters) is equivalent
across groups. To establish configural invariance, a baseline model with no constraints (Model 0)
was established and revealed adequate goodness-of-fit for both gender (TLI = .915; R-CFI =
.926; R-RMSEA = .041; and SRMR = .09) and age (TLI = .948; R-CFI = .955; R-RMSEA =
.033; and SRMR = .063).
Metric invariance. Metric invariance (Model 1) was obtained by constraining the factor
loadings of Model 0 across gender and age. Similarly, adequate goodness-of-fit indices were
obtained for gender (TLI = .915; R-CFI = .923; R-RMSEA = .041; and SRMR = .072) and age
(TLI = .952; R-CFI = .957; R-RMSEA = .032; and SRMR = .071).
Measurement invariance. Strong (or scalar) measurement invariance (Model 2) was
obtained by constraining factor loadings and intercepts of the variables across gender and age.
Again, adequate goodness-of-fit indices were obtained for gender (TLI = .909; R-CFI = .921; RRMSEA = .042; and SRMR = .073) and age (TLI = .948; R-CFI = .955; R-RMSEA = .042; and
SRMR = .073).
Next, a chi-square difference test was performed on the preceding model. Following this,
the strict measurement invariance (Model 3) was obtained by constraining factor variances and
error variances. This model also demonstrated adequate goodness-of-fit indices for gender (TLI
= .916; R-CFI = .926; R-RMSEA = .042; and SRMR = .074) and age (TLI = .943; R-CFI = .950;
R-RMSEA = .033; and SRMR = .075).
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Structural invariance. Finally, in Model 4, structural invariance was calculated by
setting the variance of the factors and equalizing their covariances in Model 2. This model also
demonstrated adequate goodness-of-fit for gender (TLI = .909; R-CFI = .919; R-RMSEA = .042;
and SRMR = .076) and age (TLI = .948; R-CFI = .954; R-RMSEA = .032; and SRMR = .077).
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Table 16
Goodness-of-fit indexes for the PTCI for gender
χ2

S-Bχ²

df

TLI

R-CFI

R-RMSEA

SRMR ΔS-Bχ² (Δdf, p) ΔCFI

Girls

367.591

300.4007

200

.945

.953

.057 [.043, .070]

.061

Boys

322.511

263.8411

200

.908

.914

.059 [.037, .077]

.075

Model 0

690.102

564.2693

400

.915

.926

.041 [.033, .048]

.069

Model 1

723.945

590.5268

419

.915

.923

.041 [.033, .048]

.072

26.29 (19, .122) -.003

Model 2

748.644

620.6748

441

.909

.921

.042 [.034, .049]

.073

29.72 (22, .125) -.002

Model 3

798.273

652.1593

469

.916

.926

.042 [.034, .049]

.074

32.99 (28, .236)

.005

Model 4

756.141

629.6473

447

.909

.919

.042 [.034, .049]

.076

9.24 (6, .161)

-.002

Note. Model 0 = Free model; Model 1 = Model 0 with factor loadings; Model 2 = Model 1 with intercepts; Model
3 = Model 2 with error variances; Model 4 = Model 2 with variances and covariance factors; S-Bχ2 = SatorraBentler χ2 scaled; df = degrees of freedom; TLI = tucker-lewis index; RCFI = robust comparative fit index;
RRMSEA = robust root mean square error of approximation; SRMR = standardized root mean square residual;
ΔCFI = comparative fit index difference test; ΔS-Bχ² = χ² difference model comparison test; Δdf: difference
between degrees of freedom.
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Table 17
Goodness-of-fit indexes for the PTCI for age
χ2

S-Bχ²

d.f.

TLI

R-CFI

R-RMSEA

SRMR

ΔS-Bχ² (Δdf, p) ΔCFI

11-15 years

351.481

279.5373

200

.931

.941

.048 [.034, .061]

.069

16-17 years

264.006

227.6724

200

.969

.974

.044 [.000, .068]

.058

Model 0

615.487

509.3079

400

.948

.955

.033 [.024, .042]

.063

Model 1

630.607

523.1374

419

.952

.957

.032 [.022, .040]

.071

13.26 (19, .825)

.002

Model 2

653.557

551.9415

441

.948

.955

.032 [.023, .040]

.073

29.48 (22, .132)

-.002

Model 3

685.635

588.0165

469

.943

.950

.033 [.024, .041]

.075

36.41 (28, .132)

-.005

Model 4

661.916

559.2368

447

.948

.954

.032 [.023, .040]

.077

7.29 (6, .295)

-.001

Note. Model 0 = Free model; Model 1 = Model 0 with factor loadings; Model 2 = Model 1 with intercepts; Model
3 = Model 2 with error variances; Model 4 = Model 2 with variances and covariance factors; S-Bχ2 = SatorraBentler χ2 scaled; df = degrees of freedom; TLI = tucker-lewis index; R-CFI = robust comparative fit index; RRMSEA = robust root mean square error of approximation; SRMR = standardized root mean square residual; ΔCFI
= comparative fit index difference test. ΔS-Bχ² = χ² difference model comparison test; Δdf: difference between
degrees of freedom.

Latent mean differences across gender and age. Latent mean comparisons were
computed across gender and age (Table 18). To compare gender differences, girls acted as the
gender reference group. To compare age differences, youth aged 11-15 years acted as the age
reference group. Statistically significant differences were found across gender. Girls scored
significantly higher than boys on the first factor of the PTCI (Negative Cognitions About Self).
No statistically significant differences were found across age.
Optimal goodness-of-fit indices were obtained for both groups across gender (χ =
2

773.691, df = 438, p < .000; R-CFI = .919; R-RMSEA = .044; CI = .037 - .051; and SRMR =
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.073) and age (χ = 650.992, df = 438, p < .000; R-CFI = .955; R-RMSEA = .032; CI = .023 2

.040; and SRMR = .072).

Table 18
Latent means differences in the PTCI across gender and age groups
PTCI factors
F1

F2

F3

Mean estimate (ME)

-.218

-.392

-.071

Standard error (SE)

.105

.225

.186

-1.740

-.380

Girls (reference)
Boys

Critical Ratio (CR)

-2.070

*

11-15 years (reference)
16-17 years
ME

.197

.453

.408

SE

.120

.232

.213

CR

1.647

1.949

1.918

Hypothesis 3: Predictors of PTSD symptom clusters
Hypothesis 3 was that factors identified in the present sample for the A-DES and PTCI
would serve as better predictors of PTSD symptom clusters in maltreated youth than factors
identified in previous studies with other samples of traumatized youth.
A-DES model comparisons. Each model from the previous literature is represented
below. Model 1 represents the 1-factor solution model proposed by Soukup et al. (2010),
Farrington et al. (2001), Muris et al. (2003), Tolumunen et al. (2007), and Schimmenti et al.
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(2016 a, b). Model 2 represents the 3-factor solution model proposed by Kerig et al. (2016) and
Yoshizumi et al. (2010). Finally, Model 3 represents the original 4-factor solution proposed by
Amstrong et al. (1997), De Pasquale et al. (2016), Smith et al. (1996), and Zoroglu et al. (2002).
Linear regression analyses revealed that Model 3, the original factor structure proposed
by developers, best predicted PTSD symptom clusters of reexperiencing, avoidance, and
hyperarousal. For reexperiencing, Model 3 accounted for the greatest percentage of variance (R²
= 0.197, p < .001) compared to Model 1 (R² = 0.153, p < .001), the present sample A-DES model
(R² = 0.177, p < .001), and Model 2 (R² = 0.190, p < .001). However, all of these models
significantly predicted reexperiencing, avoidance, and hyperarousal symptom clusters.
For avoidance, Model 3 accounted for the greatest percentage of variance (R² =
0.232, p < .001) compared to Model 1 (R² = 0.194, p < .001), the present sample A-DES model
(R² = 0.210, p < .001), and Model 2 (R² = 0.221, p < .001. However, all of these models
significantly predicted reexperiencing, avoidance, and hyperarousal symptom clusters.
Finally, for hyperarousal, Model 3 (R² = 0.197, p < .001) accounted for the greatest
percentage of variance compared to Model 1 (R² = 0.153, p < .001), the present sample A-DES
model (R² = 0.177, p < .001), and Model 2 (R² = 0.190, p < .001). However, all of these models
significantly predicted reexperiencing, avoidance, and hyperarousal symptom clusters.
PTCI model comparisons. Each model from the previous literature is represented
below. As mentioned, all models supported the original 3-factor structure proposed by Foa et al.
(1999). Model 1 (Foa et al.,1999; Güleç et al., 2013; and Van Emmerik, Schoorl, Emmelkamp,
& Kamphuis, 2006) is equivalent to the original model proposed by developers. Model 2
(Andreu, Peña, & de La Cruz, 2017) contains the same original items for factor 3 with items
deleted from factors 1 and 2. Model 3 (Su & Chen, 2008) contains the same original items for
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factor 2 with items deleted from factors 1 and 3. Model 4 (Beck et al., 2004; Daie-Gabai et al.,
2011) contains the same original items for factors 2 and 3 with items deleted from factor 1.
Finally, Model 5 (Müller et al., 2010) contains the same original items for factor 3 with items
deleted from factors 1 and 2. Model 2 contains fewer items representing the first factor compared
to Model 5.
Linear regression analyses revealed that the present sample PTCI model best predicted
PTSD symptom clusters of reexperiencing and avoidance, but not hyperarousal. For
reexperiencing symptoms, the present sample PTCI model accounted for the greatest percentage
of variance (R² = 0.230, p < .001) compared to Model 2 (R² = 0.190, p < .001), Model 3 (R² =
0.190, p < .001), Model 4 (R² = 0.190, p < .001), Model 1 (R² = 0.200, p < .001), and Model 5
(R² = 0.210, p < .001). However, all of these models significantly predicted PTSD symptom
clusters.
Similarly, for the avoidance symptom cluster, the present sample PTCI model also
accounted for the greatest percentage of variance (R² = 0.240, p < .001) compared to Model 3 (R²
= 0.200, p < .001), Model 2 (R² = 0.210, p < .001), Model 4 (R² = 0.210, p < .001), Model 1 (R²
= 0.220, p < .001), and Model 5 (R² = 0.230, p < .001). However, all of these models
significantly predicted PTSD symptom clusters.
For hyperarousal, Model 5 accounted for the greatest percentage of variance (R² =
0.240, p < .001) compared to Model 1 (R² = 0.230, p < .001), Model 2 (R² = 0.230, p < .001),
Model 3 (R² = 0.230, p < .001), Model 4 (R² = 0.230, p < .001), and the present sample PTCI
model (R² = 0.230, p < .001). However, all of these models significantly predicted
reexperiencing, avoidance, and hyperarousal symptom clusters.
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CHAPTER 5
DISCUSSION, IMPLICATIONS, AND FUTURE DIRECTIONS
The current literature on childhood PTSD and child maltreatment is limited. At present,
the literature primarily focuses on youth who have experienced general, non-maltreatment
related trauma with few studies utilizing samples of maltreated youth. Furthermore, the current
literature on PTSD assessment mostly includes samples of non-clinical adults and youth without
a history of maltreatment. Maltreated youth are consequently understudied, and the link between
PTSD and maltreatment is not well understood. The present study helped addressed these
limitations by examining the factors that predict PTSD in maltreated youth. The present
investigation is the only study to date to examine the psychometric properties of the Adolescent
Dissociative Experiences Scale (A-DES) or the Posttraumatic Cognitions Inventory (PTCI) in a
sample of maltreated youth.
The present study aimed to examine the factor structures and psychometric properties of
the A-DES and PTCI in a sample of maltreated youth. The current study sought to reveal unique
and more accurate predictors of PTSD symptom clusters among maltreated youth. The present
study hypothesized that the factor structures of the A-DES and PTCI in the present sample of
maltreated youth would differ from factors found in the original normative samples and from
samples from related studies. The present study further predicted that the factors identified in the
present sample for the A-DES and PTCI would serve as better predictors of these PTSD
symptom clusters in maltreated youth than factors identified in previous studies with other
samples of traumatized youth.
The results of the present study were mixed. The present sample A-DES model did not
serve as a better predictor of PTSD symptoms of re-experiencing, avoidance, or hyperarousal
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compared to models from previous literature. However, the present sample PTCI model served
as a better predictor of re-experiencing and avoidance symptoms, but not hyperarousal
symptoms. Another important result of this study is that there were significant gender
differences. The CFA revealed measurement and structural invariance of the PTCI across gender,
and girls scored significantly higher than boys on the first factor (Negative Cognitions about the
Self) of the PTCI. The following section describes the present findings in the context of the
existing literature by comparing PTSD presentation in traumatized youth who have experienced
maltreatment to traumatized youth who have not experienced maltreatment. The following
section will also discuss salient PTSD predictors identified in the present study, as well as the
predictors that did not accurately measure PTSD symptomology in maltreated youth.
PTSD in Maltreated Versus Non-Maltreated Traumatized Youth
Traumatized youths with PTSD often experience symptoms of depression, as manifested
by negative thoughts about themselves, the world, and their experiences. Another prominent
feature of PTSD is dissociation, or the feeling of being disconnected from one’s reality or
identity. Despite these recurring features, maltreated youth differ in substantial ways from youth
who have experienced non-maltreatment-related trauma. This discrepancy may explain why
some items in the original A-DES and PTCI were not accurate predictors in our maltreated
sample.
Poor predictors of PTSD symptoms in maltreated youth. The items removed in the present
sample largely measured dissociative relatedness and emotion regulation. Thus, results suggest
that dissociative relatedness and emotion regulation are not accurate predictors of PTSD
symptoms in maltreated youth. Both categories of items and potential explanations for the
present findings are explained in more detail below.
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Dissociative relatedness. All dissociative relatedness items were omitted in the present
sample A-DES model. Dissociative relatedness refers to the feeling that one’s interpersonal
relationships are unstable or unreal. There are marked differences between maltreated and nonmaltreated traumatized youth in interpersonal relationships and social behavior. Child
maltreatment is associated with social interaction deficits and social withdrawal (Cao et al.,
2016; Moylan et al., 2010). Thus, maltreated youth may have too few significant, long-term
relationships with others to accurately and reliably recognize changes in their relationships.
However, maltreated youth also exhibit higher levels of social avoidance compared to nonmaltreated traumatized youth (Shenk et al., 2012), so they are likely poor reporters of their
interpersonal effectiveness.
Emotion regulation. Given recent findings that maltreated youth are at risk for emotion
dysregulation, it may be that these individuals are unreliable reporters of their emotional
experience on self-report measures. Research supports that maltreated children also struggle to
understand and identify emotions (Dannlowski et al., 2013; Young & Widom, 2014). Maltreated
youth are less accurate in identifying certain emotions than non-maltreated traumatized youth,
suggesting possible disengagement or avoidance of negative emotions (van den Berg et al.,
2019). Maltreated youth also tend to over-identify negative emotions but are less accurate in
identifying positive emotions (Dannlowski et al., 2013; Young & Widom, 2014). Interestingly,
these findings are not found in older maltreated children, suggesting that these individual
differences lessen with age (Hart & Rubia, 2012).
Interestingly, the present PTCI model did not serve as a better predictor of hyperarousal
symptoms despite research suggesting that maltreated youth exhibit higher rates of externalizing
problems. It may be that our new PTCI model examines emotional arousal more so than
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behavioral arousal. Given the lack of support for items assessing emotion regulation, it is likely
that emotional arousal is a poor predictor of hyperarousal compared to externalizing behavior.
Salient Predictors of PTSD symptoms in maltreated youth. Retained items commonly
measured memory, hopelessness and loss of control, absorption and imaginative involvement,
and guilt. Thus, results suggest that these variables serve as prominent predictors of PTSD
symptoms among maltreated youth. The following sections describe each of these categories of
items and offer possible explanations for the present findings.
Memory. Some studies support a link between child maltreatment and impaired memory
or forgetfulness (Bremner et al., 1995; Duggal & Sroufe, 1998). From the A-DES, 5 out of 7
Dissociative Amnesia items were retained, which all measured lapses in one’s memory
(Armstrong et al., 1997). Dissociation in maltreated youth also manifests as disruptions in
memory by compartmentalizing painful memories in an attempt to cope with the trauma (Cook et
al., 2005; Macfie et al., 2001; Putman, 1997) which may explain the utility of such items in
assessing PTSD presentation in maltreated youth.
Hopelessness and loss of control. Maltreated youth are at a substantially higher risk of
depression compared to non-maltreated youth (Brown et al., 1999; Nanni et al., 2012), so it is not
surprising that hopelessness would serve as a predictor of PTSD in this population. In the present
sample A-DES model, 3 out of 5 passive influence items were retained in the present sample,
each of which attempted to measure the feeling of a lack of control over bodily sensations and
movement (Armstrong et al., 1997).
Items on the A-DES measuring dissociative identity were also retained in the present
sample. Similar to passive influence items, dissociative identity items assessed the feeling that
one's emotions and behaviors are not one's own. These items specifically focus on a lack of
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control over one's behavior and emotions due to the disconnection from themselves. Several
retained PTCI items (items 3, 5, 9, 21, 30, 33) also reflected similar issues to hopelessness and
dissociative identity. Furthermore, all PCTI items measuring negative cognitions about the world
were retained. These items measure the extent to which one believes that the world is dangerous
and that others cannot be trusted (Foa et al., 1999). These items may further reflect a feeling of
hopelessness concerning the safety of one's environment.
Absorption and imaginative involvement. In the present sample A-DES model, 5 out of
6 items measuring absorption and imaginative involvement were retained. These items measured
the extent to which an individual has difficulty separating reality from fantasy, and an
individual’s tendency to chronically become wrapped up in or consumed by fantasy activities
(Armstrong et al., 1997). Of note, the 1 absorption and imaginative involvement item that was
removed in the present sample model asked about fantasy play with toys and stuffed animals.
This question was likely removed due to the restricted age range in the present sample.
Guilt. All self-blame items on the PTCI were retained, which measured the core belief
that the traumatic event was one's fault (Foa et al., 1999). This finding is supported by the
abovementioned link between child maltreatment and depression since a common feature of
depression is guilt or remorse. Maltreatment trauma is an interpersonal form of trauma, and
participants in the present study were more likely to be direct victims than witnessed or passive
learners about the event. These characteristics may contribute to feelings of responsibility for the
event in ways that do not apply to victims of other traumatic experiences, such as witnessing a
natural disaster or learning about a fatal accident.
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Limitations of the Present Study

Limitations of the current investigation should be considered. A significant limitation is
that results are subject to participant bias. The data collected were based on self-report, DFS
records, and youth interviews. The data collection process in the present study did not include
parents and caregivers in the assessment process, and DFS records may have been incomplete or
include inaccurate information. Youth may also not be reliable reporters due to forgetfulness,
resistance, and social desirability bias.
Another limitation of the current study is the generalizability of the results to other
populations of maltreated youth. The investigation restricted the age range of maltreated
adolescents to ages 11 to 17, so generalizability to younger maltreated children must proceed
with caution. Furthermore, the present study utilized a convenience sample. Participants in the
current study experienced the necessary severity of maltreatment that warranted removal from
the home and placement in the foster care system. The present study did not assess children who
experienced substantiated or unsubstantiated maltreatment trauma that did not meet DFS
requirements for residential removal. Therefore, we cannot determine the extent to which these
results may apply to that maltreated youth of varying degrees of severity.
There are also a variety of variables the present study did not examine that may be essential
considerations in the link between maltreatment and PTSD. The present study used measures of
DSM-IV symptom clusters for PTSD of hyperarousal, reexperiencing, and avoidance. The
present study did not include measures that assessed DSM-5 PTSD symptom clusters of
intrusion, avoidance, alterations in arousal and reactivity, and negative alterations in cognition
and mood, which differ substantially from DSM-IV diagnostic criteria. Additionally, the
variables used in the present study - depression (as manifested by negative cognitions) and
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dissociation – may not be the most reliable and accurate variables to predict PTSD symptoms in
maltreated youth. Assessments measuring other variables may serve as better diagnostic tools
than the A-DES and PTCI.
Another limitation is the potential impact of polyvictimization, age of traumatic experience,
and chronicity or frequency maltreatment. There is a possible disadvantage to using the A-DES
and PTCI in maltreated samples concerning the way traumatic events were experienced. Both
measures assume a sudden shift in mood and behavior or consciousness following a traumatic
experience (e.g., by referring to the changes after “the event” as opposed to asking about
symptoms in general and not symptoms specifically about a particular experience). While this
may be the experience of many trauma survivors, it is often not the case for maltreated youth.
The vast majority of researchers state that adolescent survivors of child maltreatment
experienced other early life stressors before and during their trauma (Heim et al., 1997; Mendle
et al., 2011; Slack et al., 2004). Similarly, many of the youth in the current sample experienced
multiple maltreatment traumas, so it is misleading to assume that one traumatic event occurred
that singlehandedly altered their perspective of themselves and the world around them.
Furthermore, many youths in this study also reported experiencing non-maltreated related
traumas, such as domestic violence and death of a close family member, and a variety of ages of
exposure and frequency of exposure to traumatic events.
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Clinical Implications
Despite these limitations, the results of the present study have several practical
implications in the clinical intervention and psychodiagnostic assessment of child maltreatment
and PTSD.
Assessment
The present study offers the only psychometric validation of the A-DES and PTCI in a
sample of maltreated youth. No other study to date has attempted to evaluate the utility of these
measures in predicting PTSD symptomology in this vulnerable population. Several
investigations indicate that PTSD during adolescence causes more impairment than PTSD during
adulthood. Thus it is essential to begin assessment and intervention at earlier developmental
stages. The current findings suggest that the A-DES and PTCI both serve as useful tools to
promptly identify PTSD symptoms in maltreated youth. The present sample PTCI model may
uniquely serve as an early diagnostic and preventive instrument given the present findings.
The present findings support the use of measures assessing memory, hopelessness and
loss of control, absorption and imaginative involvement, and guilt in the assessment of PTSD in
maltreated youth. In contrast, measures of dissociative relatedness and emotion regulation do not
appear to be useful predictors of PTSD in the assessment of maltreated youth. Practitioners may
wish to consult the results of the current study when selecting appropriate assessment batteries
for identifying PTSD in maltreated youth.
Treatment
The present study revealed gender differences in PTSD symptomology between
maltreated boys and maltreated girls. Maltreated girls were more likely to express negative
thoughts about themselves than maltreated boys. This finding is not surprising given that the first
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factor of the PTCI represents depression and low self-esteem, which are more prevalent in girls
than boys (Panayiotou & Papageorgious, 2007). This result may be a critical advancement in the
development of early intervention strategies with consideration for the effect of gender of a
child. Practitioners may consider paying special attention to girls who report experiencing
negative thoughts about themselves following maltreatment.
The present study also highlights the characteristics and symptoms that may serve as risk
factors for PTSD in maltreated youth. Memory, hopelessness and loss of control, absorption and
imaginative involvement, and guilt were all found to be unique predictors of PTSD in the present
sample. Providers may seek to identify and intervene when maltreated adolescents exhibit
problems in these areas. Clinicians treating maltreated youth with PTSD may consider
integrating strategies for guilt and hopelessness into their treatment plan.
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Recommendations for Future Research
Future research examining predictors of PTSD symptoms in maltreated children should
address the limitations of the present study. There are limitations to using self-report
questionnaires despite the sound reliability and validity of the measures used in the present
study. Research shows that retrospective self-report questionnaires may impair the accuracy of
reports, and the assessment process may be more accurate when utilizing structured clinical
interviews rather than self-report questionnaires (Baldwin et al., 2019; Shaffer et al., 2008).
Future studies should use structured interviews to corroborate data collected from self-report
measures.
The present study did use a semi-structured interview to assess trauma history and PTSD
symptoms (CPTSD-I; Saigh, 1998). The CPTSD-I demonstrates excellent reliability and sound
validity estimates, but it is limited to use with DSM-IV symptom criteria. Future research may
consider utilizing the UCLA PTSD Reaction Index for DSM-5 (PTSD-RI-5; Steinberg et al.,
2013), a semi-structured clinical interview tool to assess trauma history, provide DSM-5 PTSD
diagnosis including dissociative subtype, and assess chronicity and severity of DSM-5 PTSD
symptom cluster presentations. The PTSD-RI-5 is a revision of the widely used UCLA PTSD
Reaction Index for DSM-IV (PTSD-RI; Steinberg et al., 2004). Like its predecessor, the PTSDRI-5 has demonstrated good psychometric properties and has been established as a
developmentally informed diagnostic assessment tool to reliably and accurately assess
traumatized youth for DSM-5 criteria for PTSD (Kaplow et al., 2020). The PTSD-RI-5 may be
used in a similar methodology to the present study to examine DSM-5 PTSD symptomology
among maltreated youth and to enhance the development of appropriate measures for predicting
PTSD diagnosis.
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The methodology of the present study was also limited in the number of informants.
Adolescent participants completed all self-report measures in the current study. Research
consistently demonstrates the value of multiple informants when conducting assessments
(Compier-de Block et al., 2017). Single respondents tend to underestimate symptoms and trauma
severity compared to multiple respondents (Mai & Scheering, 2019). Regarding maltreatment
assessment, children tend to report more neglect than parents, and older youth report more
maltreatment exposure than younger participants despite there being no significant differences in
actual exposure (Compier-de Block et al., 2017). Future studies should utilize multiple
informants and include information reported by parents, caregivers, teachers, and DFS staff who
routinely work with the children. These informants should be used to gain corroborating
information regarding child demographics, trauma exposure, and the presence of PTSD
symptoms.
The present study analyzed archival data based on DSM-IV PTSD clusters. The A-DES
and PTCI must be validated in a sample of maltreated youth assessed with DSM-5 measures.
Such research may seek to determine the extent to which these measures accurately predict
PTSD symptoms of negative alternations in cognition and mood, a new symptom cluster not
evaluated in the present study.
The present study also focused on dissociation and depression (as manifested by negative
cognitions) as predictors of PTSD. Recent investigations have explored other potential predictors
of DSM-5 symptom clusters, particularly predictors of negative alternations in cognition and
mood. Studies suggest that, in addition to dissociation and negative thinking, impulsivity and
rumination may serve as significant predictors for this new cluster (Mitchell et al., 2016; Roley
et al., 2017). Future investigations may consider examining whether other variables would better
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predict DSM-5 PTSD clusters in a sample of maltreated youth. It is also likely that other
measures, in addition to the A-DES and PTCI, have yet to be validated in a sample of maltreated
youth using data based on DSM-5 symptom clusters.
The present sample was narrow with respect to qualifying traumatic experiences. As
mentioned, the present study did not assess Clark County youth who experienced substantiated
or unsubstantiated maltreatment-related trauma that did not meet DFS requirements for
residential removal. PTSD symptom cluster presentations and risk may vary across different
degrees of maltreatment severity (Jackson et al., 2014) not examined in the present study.
Researchers may consider extending the sample population used in the present study to include
youth who have experienced varying degrees of maltreatment trauma.
The present sample was also narrow concerning the ages of participants. The current
sample included maltreated youth ages 11 to 17 years; however, symptom predictors may vary
across developmental stages. It may be beneficial to conduct a similar study with a broader age
range to increase the generalizability of the current findings to younger maltreated children.
Further examination of the findings observed in the present study may provide
researchers with valuable information about the patterns of PTSD symptomology in maltreated
youth. Such exploration may serve to better inform assessment and prevention practices for this
uniquely vulnerable and understudied population. Additional research is necessary to continue to
improve the accurate and reliable identification of maltreated youth at risk for developing PTSD.
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The Psychological Assessment and Testing Clinic
University of Nevada, Las Vegas
Supervisors: Michelle Paul, Ph.D; Rachele Diliberto, Ph.D.

OTHER CLINICAL TRAINING

2020

Candlelighters Child Cancer Center; trauma assessments

2019

Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) training

2019

Complex Traumatic Grief (CTG) intervention training

2018

Acceptance and Commitment Therapy (ACT) Two-Day Workshop
with Dr. Steven C. Hayes

2018

Co-facilitated child psychotherapy groups designed to treat selective
mutism in children
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2017

Completed an 8-hour training in Interpersonal Social Rhythm Therapy
(IPSRT), an intervention designed to treat adults with bipolar disorder

2017

Received 6 hours of course instruction in Screening, Brief
Intervention, and Referral to Treatment (SBIRT), an evidence-based
practice used to identify, reduce, and prevent problematic use, abuse,
and dependence on alcohol and illicit drugs

2015

Project ImPACT, an evidence-based, parent- mediated intervention for
young children with autism spectrum disorder (ASD)

PROFESSIONAL SERVICE
2019 – Present

Founder, Diversity and Inclusion Student Committee (DISC)
University of Nevada, Las Vegas

2019 – Present

Graduate Student Member, Diversity and Inclusion Committee
University of Nevada, Las Vegas

2018 – Present

Course Instructor, General Psychology (PSY 101)
University of Nevada, Las Vegas

2016 – Present

Graduate student mentor for the Opportunities for Undergraduates
Mentorship Program (OUMP)
University of Nevada, Las Vegas

2013 - 2014

Public Relations and Social Media Coordinator for Living In Great
Harmony Together (LIGHT) – lesbian, gay, bisexual, transgender
organization
Michigan State University caucus

2013 - 2014

Volunteer, Midwest Bisexual Lesbian Gay Transgender Ally College
Conference (MBLGTACC)
Michigan State University

2012-2013

Hall Government Representative for Spectrum – lesbian, gay, bisexual,
transgender organization
Michigan State University

2012-2013

Internship with Dr. Joy Jacobs; RCPD Student Support in Human
Development and Family Studies (HDFS)
Michigan State University
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PROFESSIONAL AFFILIATIONS
2018 – Present

Association for Contextual Behavioral Science (ACBS)

2018 – Present

Society for the Teaching of Psychology (ToP)

2017 – 2019

Western Psychological Association (WPA)

2017 – 2019

American Psychological Association (APA)

2017 – 2018

Association for Behavioral and Cognitive Therapies (ABCT)

2015 – 2016

Association for Psychological Science (APS) – Student Reviewer

2014 – Present

Psi Chi, International Honors Society for Psychology

2012 – Present

Member of the National Society of Collegiate Scholars

HONORS, AWARDS AND SCHOLARSHIPS
2018

Charles Schwab Scholarship Recipient, $4,000

2018

APA Student Travel Scholarship Recipient, $500

2016

First place scholarship recipient in the Psychology Section of
the University Undergraduate Research and Arts Forum

2012-2016

Dean’s List, Michigan State University Honors College

2015

Research Assistant of the Month, Child Emotions Lab
Michigan State University

TECHNOLOGY AND COMPUTER PROFICIENCIES
Data Management
SPSS, Microsoft R, Microsoft Excel, Qualtrics, Dedoose
Clinical
Titanium, Landro Video Play Analyzer
Managerial
Remark Office OMR, Microsoft Office, Adobe, Dropbox, Google Drive, Mendeley, Zotero
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